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 antispasmodics fail’ 


Pro-Banthine:.. 
A Primary Drug in Peptic Ulcer 


pam relieved 


promptly 


Among the many clinical indications for 
Pro-Banthine (brand of propantheline bro- 
mide), peptic ulcer is foremost. During 
treatment, Pro-Banthine has been shown 
repeatedly to be a singularly valuable agent 
when used in conjunction with diet, antacids, 
sedation and psychotherapy as required. 
Lichstein and his associates* report that 
Pro-Banthine “proved almost invariably 
effective in the relief of ulcer pain, in de- 
pressing gastric secretory volume and in 
inhibiting gastrointestinal motility. The 


CONFIRMED THERAPEUTIC UTILITY 


effectively 


motility 
inhibited consistently 


incidence of side effects was minimal. . . .” 

The therapeutic utility and effectiveness of 
Pro-Banthine in the treatment of peptic ulcer 
are repeatedly confirmed in the medical lit- 
erature. Dosage: One tablet with each meal 
and two tablets at bedtime. G. D. Searie & 
Co., Chicago 80, Illinois, Research in the 
Service of Medicine. 


*Lichstein, J.; Morehouse, M. G., and Osmon, K. L.: Pro- 
Banthine in the Treatment of Peptic Ulcer. A Clinical 
Evaluation with Gastric Secretory, Motility and Gastro- 
scopic Studies. Report of 60 cases, Am. J. M. Sc. 232:156 
(Aug.) 1956. 
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eral practice is the keystone of American medicine, and to 
the conviction that continuing siudy is the basis of sound 
general practice. It is the role of GP, official publication of 
the Academy, to provide constantly the best postgraduate 
literature in all phases of general practice in its scientific 
section, In other regular departments it corries articles and 
official reports pertinent to the work of the Academy's fifteen 
standing committees. 
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General Practice. Materials for publication should be ad- 
dressed to the Editorial and Business Offices: Volker Boule- 
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to others In U.S.A. $12.00 in Canada; $14.00 in other foreign 
countries. Entered as second-class matter at the post office 
at Kansas City 8, Missouri. Additional entry at Chicago, 
Illinois + Printed in U.S.A. by R. R. Donnelley & Sons Company 
at The lakeside Press, Chicago. Copyright 1957 by the 
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The Everyday Hand Skills of Surgery . . 
James |. Knott, M.D. 
This is a “‘technical manual’? containing countless useful tips for the 
surgical assistant. The five points of “‘catching bleeders,’’ tying knots 
and closing wounds are presented, as well as helpful hints on the 
choice of instruments and suture materials. 


Clinical Applications of Serum Glutamic-Oxalacetic Trans- 
aminase . 


Howard E. Ticktin, M.D., Bernard H. Ostrow, M.D. and 
John M. Evans, M.D. 


The science of enzymology is making more and more contributions to 
clinical medicine. An outstanding recent example concerns the enzyme, 
glutamic oxalacetic transaminase. 
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Allen E. Hussar, M.D. 
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Robert A. Hingson, M.D., Hamilton S. Davis, M.D., Richard A. Bloomfield, 
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Mass inoculation procedures are becoming more and more prevalent. 
This essay describes a new and easier technique. 
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Sol Katz, M.D. 
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Eugene A. Stead, Jr., M.D. and James V. Warren, M.D. 
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that of all the methods recommended, “‘low fat cookery’’ allows the 
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Newer Anti-inflammatory Steroids : Mechanisms of Action 
and Therapeutic Application 
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steroids—places in proper perspective the therapeutic do’s and don’ts. 
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these and other timely and informative ar- 
ticles scheduled to appear in coming issues. 


Pregnancy and Diabetes. Henry B. MuLHOLLAND, 
M.D. Diabetes in a pregnant woman implies little 
risk to the mother—considerable risk to the fetus. 
Chances of a successful result can be greatly en- 
hanced by attention to some of the details presented 
in this essay. 

Postoperative Care of the Patient with Chronic Res- 
piratory Disease. Danie C. Moore, M.D., et al. 
Asthma, bronchitis, bronchiectasis, emphysema, 
pulmonary fibrosis, tuberculosis, and thoracic de- 
formities tend to impair respiratory function. 
Under these conditions, a surgical operation can 
carry corsiderable risk unless steps are taken 
especially to prevent that effect. 

Foot Instability in Childhood. Cart M. FetiHaver, 
M.D. This ts a practical outline of a treatment pro- 
gram for a mechanical defect that can have serious 
consequences tf left unattended. The salient features 
are early diagnosis, hightop shoes and raises. 

Is Smallpox? Kenneru D. Rocers, and 
Artuur M. Harmutu, M.D. Few physicians in 
the United States today have seen smallpox. When 
a patient is suspected of having the disease, an 
orderly procedure of diagnosis and management 
should follow. 


The Office Management of Diabetes Mellitus. EUGENE 
J. Ranke, M.D. There are many obvious advantages 
in the management of diabetes mellitus outside the 
hospital. This essay offers a practical plan for 
office g t—indicates when hospitalization 
is necessary. 

Experiences in Child Psychiatry. I. N. Beruin, M.D. 
The milder emotional disturbances in children are 
usually the result of anxieties and conflicts in the 
parents. In Dr. Berlin’s experience, interested at- 
tention to the troubles of the parents often resolves 
the child’s emotional difficulty. 

Tranquilizing (Ataractic) Agents: Current Evaluation of 
Their Clinical Use in Patients Who Were Not Hos- 
pitalized. Joun H. Mover, m.d., et al. The writ- 
ings about tranquilizing drugs have hardly kept 
pace with the release of new varieties for sale. 
This essay provides a comprehensive review of most 
of the popular new agents. 
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Feature Highlights 
Annual Assembly 


Richardson Re-elected; 
Ritt Elected Treasurer 


Labor Leader Blames 
Doctors for Shortage 


Significant Events 


SECRETARY’S NEWSLETTER 


MAY, 1957 


> A special eight-page feature (facing page 164) highlights 
the recent St. Louis Assembly. Here are a few key decisions 
reached by delegates: 

Any form of federal aid to medical education is deplored. 
The Congress reaffirmed an earlier stand on this subject. 

Physicians should not be forced to participate in the 
social security program. Instead, they should continue to 
support the Jenkins—Keogh proposal allowing tax-deductible 
contributions to individualized retirement income plans. 

Rigid postgraduate study standards should be maintained. 
Delegates soundly defeated a resolution to eliminate certain 
categories. 


For a complete report, see GP's eight-page feature. 


> Hours after the St. Louis Assembly ended, the new Board 
of Directors held its first meeting. Fount Richardson, 
Fayetteville, Ark., was re-elected Chairman of the Board. 
Albert E. Ritt, St. Paul, Minn., was named treasurer of 
the Academy. Chairman Richardson, Treasurer Ritt, and 
Board members Fred H. Simonton, Chickamauga, Ga., and Floyd 
C. Bratt, Rochester, N.Y., are members of the new Executive 
Committee. 

The Board also named two commission chairmen. Carleton 
R. Smith, Peoria, Ill., heads the Commission on Education 
and D. Wilson McKinlay heads the Commission on Membership 
and Credentials. 

Walter L. Sackett, Jr., Miami, Fla., and Garra L. Lester, 
Chautaugua, N.Y., are new members of the Committee on 
Scientific Assembly. Their terms expire in 1960. 


> An outspoken, poorly-—informed labor leader recently said 
that the AMA, the NFIP, and the USPHS are responsible for 
the Salk polio vaccine shortage. Leo Perlis, the AFL-CIO's 
community services director, added that organized medicine 
is more concerned with getting paid "than with the wholesale 
prevention of polio." 

Perlis said that the three groups should have made sure 
that enough vaccine was produced. The vaccine, he pointed 
out, should have been made available without charge or at 
a minimum cost. 

The Perlis blast was promptly challenged by Raymond H. 
Barrows, executive director of the NFIP. Barrows blamed 
the shortage on public apathy during the fall and winter 
months when the vaccine was sitting unused on shelves. 


Perlis' ill-considered charge, reflecting only his own 
ignorance, is little more than another organized labor 


. 


Salk Vaccine 
Plan Outlined 


Favorable Decision 
On Tax Assessment 


attempt to discredit the medical profession. Labor is 
hardly in a position to talk about reasonable charges and 
minimum costs. 


> HEW officials agree that there is no real need for the 
federal government to establish a complicated Salk polio 
vaccine allocation plan. Reporting decisions reached at a 
March 30 meeting, USPHS Surgeon General Burney pointed out 
that available information will make it possible for vaccine 
manufacturers to arrange "equitable distribution." The one- 
day meeting was attended by medical society and NFIP repre- 
sentatives. President Malcom E. Phelps represented the 
Acadeny . 

Other key conclusions pave the way for continued commer— 
cial distribution. In a letter to vaccine manufacturers, 
Burney said that the precious pink fluid will remain avail- 
able through both public and private channels. The group 
also agreed that the southern states deserve a one-month 
seasonal priority. 

Until the vaccine shortage is erased, pregnant women and 
children under 20 also rate a priority. The group further 
favored sending vaccine first to states and communities 
that have already established an immunization program. 
Emphasis was placed on rapid utilization of the vaccine. 

Recent estimates indicate that the nation will need more 
than the 50 million cc. scheduled for production during the 
last six months of 1957. The five manufacturers are being 
urged to up production quotas if possible. 


> A deficiency tax assessment in excess of $200,000 against 
the Academy will be rescinded as a result of a decision 
handed down by the Division of Tax Rulings of the Office of 
the Chief Counsel to the Commission of Internal Revenue in 
Washington last week. As members of the Congress of Dele- 
gates were advised in the annual report of the secretary 
and general counsel, the deficiency adjustment was claimed 
to be due from regular corporation taxes on income from what 
the government alleged was "unrelated trade or business" 
(referring to the profits from the GP publishing enterprise) 
for the years 1951 to 1956. 

The Academy"S status as an exempt nonprofit corporation 
was not questioned. The issue arose over the government's 
interpretation of Section 511 of the IRC pertaining to 
"unrelated income" and regulations pursuant thereto. The 
notice of assessment was appealed and a favorable ruling 
was handed down last week. Not only does this eliminate a 
contingent liability which was carried in the treasurer's 
annual report for 1956, but a decision in the Academy's 
favor at the administrative level avoids substantial expen- 
ses that would have been necessary for litigation in the 
higher courts. 

The American Medical Association, the American College of 
Surgeons, and other medical associations that have been 
following the Academy's case with intense interest were 
promptly notified of the outcome. 
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Allen E. Hussar, M.D. is chief of medical service, Veterans Administration 
Hospital, Montrose, N.Y. Until 1936, Dr. Hussar lived in Budapest and gradu- 
ated from the Royal Hungarian Elizabeth University, Pecs, with his M.D. degree. 
He took his internship at University Hospitals, Budapest, and residency at 
Charite Polyclinic Hospital. In 1929 he began private practice there, then moved 
to New York City from 1938 to 1942. He is former chief of medical services at 
Veterans Administration Hospital, Tuscaloosa, Ala. During World War II, 
Dr. Hussar served with the U.S. Army. He is author of “Complications of Chlor- 
promazine and Reserpine Therapy.” Page 85 


James I. Knott, M.D. author of “The Everyday Hand Skills of Surgery,” has 
practiced tropical surgery for two years in West Africa on the Firestone Rubber 
Company plantations, and eight years in the West Indies, Virgin Islands and 
United States. He is the author of several papers on tropical diseases, the surgery 
of filariasis and technique for wire sutures. During World War II, he served with 
the U.S. Army in Brazil and the South Pacific. Since 1940 he has been in private 
practice in San Diego and is presently secretary of the San Diego County Medical 
Society. Dr. Knott graduated from Washington University School of Medicine, 
St. Louis, in 1925. Page 74 


Charles L. Spurr, M.D., G. W. Curd, Jr., M.D. and John H. Moyer, M.D. are 
coauthors in this month’s Practical Therapeutics article entitled “Newer Anti- 
inflammatory Steroids: Mechanisms of Action and Therapeutic Applications.” 
Dr. Spurr is chief of the General Medical Research Laboratories, Veterans Ad- 
ministration Hospital, Houston, and associate professor of medicine, Baylor 
University. He received his B.S. degree from Bucknell University in 1935, master 
of science in physiology from the University of Rochester in 1938, and his M.D. 
with honors in 1940. Page 104 


Eugene A. Stead, Jr., M.D., chairman of the department of medicine and 
Florence McAlister Professor of Medicine at Duke University, is coauthor with 
James V. Warren, M.D., on this month’s article “Controlling Obesity With 
Low Fat Cookery.” This new diet idea gives an effective method of preparing 
low fat food to reduce the daily fat intake without limiting variety. Dr. Stead 
received his B.S. degree from Emory University, Atlanta, in 1928, and his M.D. 
from Emory School of Medicine in 1932. He is former dean and professor of 
Emory University School of Medicine, and from 1941 to 1942 was associate in 
medicine at Harvard. Page 98 


Howard E. Ticktin, M.D., assistant in medicine at George Washington Uni- 
versity, writes “Clinical Applications of Serum Glutamic-Oxalacetic Transamin- 
ase”’ for this month’s GP. He received his A.B. degree in 1950 and his M.D. with 
distinction in 1954 from George Washington University School of Medicine. He 
is a member of Who’s Who in American Colleges and Universities and Omicron 
Delta Kappa, honorary fraternity. Now completing his second year of residency 
in internal medicine at the University, Dr. Ticktin is continuing research on 
serum glutamic-oxalacetic transaminase and is including studies of other enzyme 
systems in disease of the heart and liver. Page 81 
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Each Multiple Compressed Tablet of MEPROLONE 
provides the inseparable antiarthritic, antirheumatic 
benefits of: 

1. Prednisolone buffered—the newest and most po- 
tent of the “predni-steroids” for prompt relief of 
joint pain and arrest of the destructive inflammatory 


process. 

2. Meprobamate—the newest and safest of the 
muscle-relaxant tranquilizers for profound relaxa- 
tion of skeletal muscle in spasm. 

Tolerance to this combination is good because there 
is little likelihood of sodium retention, potassium 
depletion or gastric distress with buffered predniso- 
lone, and meprobamate rarely produces significant 
side effects in therapeutic dosage. 

An additional important therapeutic benefit, often 
overlooked, stems from the tranquilizing action of 
meprobamate. This component of MEPROLONE re- 
lieves mental tension and anxiety so often manifest 
in arthritics, making them more amenable to other 
rehabilitation measures. 


INDICATIONS: A wide variety of conditions, in which 
four symptoms predominate: a) inflammation 4) muscle 
spasm ¢) anxiety and tension d) discomfort and disability; 
i.e., rheumatoid arthritis, rheumatoid spondylitis (Marie- 
Striimpell disease), Still’s disease, psoriatic arthritis, osteo- 


Therapeutic benefits of MEPROLONE compared with traditional antiarthritic. 


Salleylates fiv 
Tranquilzers 


: ate is the only tranquilizer with 
muscle-relaxant action. 


arthritis, bursitis, synovitis, tenosynovitis, myositis, fibro- 
sitis, fibromyositis, neuritis, acute and chronic low back 
pain, acute and chronic primary and secondary fibrositis 
and torticollis, intractable asthma, respiratory allergies, 
allergic and inflammatory eye and skin disorders (as main- 


tenance therapy in disse: 


minated lupus erythematosus, 


periarteritis nodosa, dermatomyositis and scleroderma). 


100 in two formulas as follows: 


| SUPPLIED: Multiple Compressed Tablets in bottles of 


Meprotone-l—1.0 ~~ 
of prednisolone, 200 mg. of meprobamate and 200 ne 
dried aluminum hydroxide gel. MeProtone-2— pro 
2.0 mg. of prednisolone in the same formula. 
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NO OTHER 
ANTIRHEUMATIC 
PRODUCT 
PROVIDES AS MANY 


BENEFITS AS 


MEPRO] BAMATE 
PREDNISO | LONE, buffered 


THE ONLY 
ANTIRHEUMATIC, 
ANTIARTHRITIC 


THAT SIMULTANEOUSLY 


RELIEVES: 
1. MUSCLE SPASM 


2. JOINT INFLAMMATION 


3. ANXIETY AND TENSION 
4. DISCOMFORT 


AND DISABILITY 
back 


gies, MERCK SHARP & DOHME 


— DIVISION OF MERCK & CO., Inc. PHILADELPHIA 1, PA. 


MEPROLONE is the trade-mark of Merck & Ca, Inc. 
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DISORDERS 


landing utility’ 


ant therapy 


RHEUMATIC 


} i j 
Babe 
tha 
MEPROBAMATE 


: dicarbamate) 
mee Licensed under U.S. Pat. No. 2,724,720 


Response to Meprobamate Therapy:' 


Disease Patients Percentage Benefited 
Rheumatoid spondylitis 21 90.4 
Fibrositis 20 85.0 
Cervical root syndrome 27 85.2 
Rheumatoid arthritis, mild 17 76.5 
Torticollis 80.0 


“‘Meprobamate [EQuaniL] has an outstanding utility in the 
rheumatic diseases where fibrositis is a predominant feature. 
It is capable of relieving the symptom of stiffness and thereby 
much or all of the pain. ...’’! In addition to relaxing the 
skeletal muscles, EQuanit relieves emotional tension and 
promotes restful sleep. 


Supplied: Tablets, 400 mg., bottles of 50. 
Usual Dose: 1 tablet, t.i.d. 


1. Smith, R.T., et al.: Paper read before 
Section on General Practice, Annual Meet- 
ing, A.M.A., June 13, 1956. 


relaxes mind and muscle 


Wie | 


Philadelphia i, P2. 
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LETTERS FROM OUR READERS 


Unsigned letters to the publishers or the editors are ignored. However, the anonymity 
of authors of letters published in this department will be preserved upon request. 


Stalking the Salk 


Dear Sirs: 

My love of the medical profession is great. I plead with 
you to pay careful attention to what follows. It concerns the 
Salk vaccine. 

May I first establish my credentials. I am the full-time 
health officer of Oak Park, Ill. (a metropolitan Chicago 
community of 63,000 people) ; associate clinical professor of 
preventive medicine and public health of the Stritch School 
of Medicine, Loyola University, Chicago, Ill.; president of 
the Illinois Association of Medical Health Officers and former 
editor of the Bulletin of the American Association of Public 
Health Physicians. 

My record on the Salk vaccine program and its relationship 
to the private practice of medicine speaks for itself. On April 
12, 1955, the day of the release of the Francis Report, I repre- 
sented the Chicago Medical Society on television in answer to 
attacks and an ultimatum from the National Foundation for 
Infantile Paralysis. 

I was the only one on the air that momentous day who con- 
demned the foundation for imposing a mass inoculation 
program in all schools when the medical procedure of choice 
for many communities was to conduct the program through 
the family physician. I was the only one in the state of 
Illinois, who in the fall of 1955 defied NFIP’s and the State 
Health Department’s insistence that a mass inoculation 
program must be carried out in the schools, and success- 
fully returned the vaccination program of school children to 
the family physician. 

Finally, please note in the report on the Poliomyelitis 
Vaccine by the Council on Pharmacy and Chemistry (JAMA, 
162:115, Sept. 8, 1956) that the council in a footnote credits 
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me (I was one of the two scientists so acknowledged) with 
furnishing scientific data in the evaluation of the poliomye- 
litis vaccine. Enough, then, for credentials pertaining to my 
scientific qualifications and establishing my basic position 
on the crucial role of the private physician in any medical 
program. 

What I must first state, so an omission on my part will not 
be considered a dereliction of professional obligation, is my 
firm belief that the American Medical Association and the 
American Academy of General Practice have managed to get 
jockeyed into a position where they are holding the bag on 
the Salk vaccine program, at a moment when the collapse of 
the entire program is becoming increasingly probable. 

The National Foundation for Infantile Paralysis, whose 
entire future continues to be dependent on making the Salk 
vaccine program look good, is certainly fortunate: first, to 
have enmeshed the United States Public Health Service, and 
now, approximately three years later, to have enmeshed 
organized medicine, an innocent collaborator, who has been 
systematically kept in contrived ignorance since Surgeon 
General Scheele’s “‘White Paper” of June, 1955. 

These are serious charges. Some have already been docu- 
mented in the Bulletin of the American Association of Public 
Health Physicians, November and December 1955, and in the 
Journal of the American Medical Association (160:pp 231- 
232, Jan. 21, 1956). In answer to these charges there has 
been a curious silence; and a brainwashing of physicians 
through the so-called informational booklets of the National 
Foundation for Infantile Paralysis, mailed directly to physi- 
cians; and a barrage of mass communication repetitious of 
faith in the safety and effectiveness of the vaccine. 

The charge of secrecy and restriction of pertinent data toa 
small handful of selected physicians is not a new one. It has 
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“Hey, Tommy, 

: the delicious new J 
apple-flavored 
: ABDEC’ DROPS" | 


ABDEC DROPS are supplied in 15-ce. 
and in 50-cc. bottles with calibrated 
non-breakable plastic droppers. 


been made twice by Dr. Wendell M. Stanley, Nobel |’rize 
winner: First, before the Congressional Hearings of the 
Priest Committee in June, 1955, and later at a meeting of 
Nobel Prize winners in Lindau, Germany. Dr. F. M. 
Krumbiegel, health commissioner of Milwaukee; Prof. Dr. 
Redeker, chief of the Federated Health Services of West 
Germany, and Dr. Sven Gard, vice-chairman of the Polio- 
myelitis Committee of the World Health Organization, have 
also made this same charge. 

Further derelictions in the Salk vaccine program will be 
appropriately documented in an iivitational article being 
written for the New England Journal of Medicine. Additional 
articles challenging the validity of various parts of the Salk 
vaccine program have been written by others, but these 
have not as yet seen publication because of the reluctance 
of most scientific periodicals to present a minority position 
in the face of massive opposition. One such offender has been 
the American Journal of Public Health. It has carefully 
protected public health personnel—those whom it is sup- 
posed to serve—from any scientific material which may 
adversely reflect on the Salk vaccine program. By contrast, 
numerous critical articles have appeared in European 
journals by eminent scientists. 

Let us not underrate, therefore, ‘the apathy of the public,’ 
and its reflection of the doubts of grass root physicians. 
Their response to the simple fact that the United States 
Public Health Service licensed Salk vaccine as safe and 
effective when, as a matter of fact, it was neither safe nor of 
unquestionable effectiveness may be more cogent and wise 
than the puppeteer proclamation of medical society polio 
committees which naively bestow upon the Salk vaccine 
preordained properties of safety and effectiveness. In reality, 
when stripped of the veneer of publicity experts’ promotions 
and feature writers’ orgasmic outpourings, the vaccine is 
new, changing and undergoing evaluation and has created a 
program which from its onset has been and continues to be 
experimental, exigent and expedient. 

The following are a few observations concerning the Salk 
vaccine program: 

1. The program was initiated with the alleged demonstra- 
tion that the vaccine was absolutely safe, that it contained 
built-in safety, and that it was “one of the simplest biologi- 
cal preparations to make.” (Salk). Shortly after the launch- 
ing of the mass inoculation program in 1955, however, it 
was evident that these claims were not true. The vaccine 
was not safe. All spring, 1955, Salk vaccine had variable 
amounts of live virus in it. It did not contain a “built-in” 
safety factor (Scheele, Shannon, Gard, Stokes, Guenther, 
Timm) and it was found to be “‘one of the most complex 
biological preparations ever to be made.” (Scheele and 
Folsom). 

2. Concerning your statement (GP, Feb. 1957) that the 
supply has surged ahead of the demand, the facts tell an 
opposite story. And these facts carry with them a story of 
deception. The National Foundation for Infantile Paralysis 
estimated that 240 million cc. were needed to supply 80 per 
cent of the needs of the ‘vulnerable’ population. The USPHS 
estimated on May 9, 1955, that by the end of 1955, 140 
million cc. of vaccine would be produced. This estimate was 
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made after the suspension of the program due to the out- 
: break of paralysis following the use of the vaccine in the 
spring of 1955. 

By the end of 1955, instead of the predicted 140 million 
; cc. of vaccine—and science has been measured customarily 
by its capacity to predict—industry was only able to pro- 
‘ duce 27 million cc. of vaccine which passed the minimum 
requirements—a failure of 80 per cent. 

Furthermore, the safety tests turned out to be admittedly 
inadequate (Technical Advisory Committee Report, Nov. 
1955). From January 1 to July 1, 1956, working at full 

capacity—two years after the introduction of the Salk vac- 

cine—industry was only able to turn out 40 million cc. of 
acceptable vaccine against an estimate of a minimum of 80 
million cc.—a failure of 50 per cent. This failure occurred 
) despite an assist from the Technical Committee on Polio- 
myelitis Vaccine of the National Institutes of Health on 
: February 20, 1956, when they let the guards down on what 

they had already claimed to be a crucial safety factor viz. 

consistency of production. Obviously, the failure of produc- 
| tion is not industry’s but is due to the inadequacy of the 
| Salk vaccine recipe. Present safety tests still are incapable of 
detecting all unsafe lots. 

It is clear then that actually the supply of Salk vaccine 
has not surged ahead, but has consistently fallen behind. 
The supply has only appeared to have surged ahead because 
the nationwide rejection of the vaccine by millions of people 
has been ignored. The availability of vaccine in January was 
due to this rejection of vaccine by millions. The true shortage 
of the vaccine will become manifest to all public health offi- 
cials and practicing physicians, when once again we will not 
have vaccine for the artificially induced demand we have 
created. The total amount of vaccine produced as of March 
1, 1957 is less than 50 per cent of the foundation’s calcula- 
tion of 80 per cent of the “needs” of the nation. In the 
absence of vaccine supplies sufficient to back up a nation- 
wide promotional campaign one wonders how and why 
organized medicine was led to duplicate the April 12, 1955 
foundation ballyhoo. Or will we hear echoed the Hobbyism 
that no one could have predicted the demand ? 

In this connection it is of interest that the bulk of the 
Salk vaccine (over 20 million cc.) which piled up in manu- 
facturers’ warehouses prior to the current promotional 
campaign, is the product of a manufacturing process which 
in its search for safety is not capable of turning out anything 
better than a poor potency vaccine. Scientists from Illinois 
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versity have independently reported the poor quality of palatable, apple-flavored ABDEC DROPS 
os Salk vaccine. Kelly and Dalldorf, for instance, are, at present, my source of nutritional 
ave reported a 600 fold variation in the potency of com- 
mercial vaccine (Am. J. of Hyg., 64:243, Sept. 1956). supplementation, providing ample 
Since Salk states that “the level of antibody induced, and 
its degree of persistence . . . is a function primarily of the amounts of eight important vitamins in 
mass of virus antigen injected . . .”’ it is hard to see how the aqueous, nonalcoholic form.” 
promoters of the vaccine can assure physicians and public cAm 
alike that the Salk vaccine is effective. With such variations 2 “ PARKE, DAVIS & COMPANY 
in alleged potency, how can the alleged results of vaccination 4 > Detroit 32, Michigan 
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sleepers 


i One way of beguiling sleep is to keep eyes 
open in the dark. With nothing to see, the 
eyes accommodate to infinity and it is 
difficult to keep them open. The eyelid- 
closing reflex strengthens, and sleep often 
occurs. 


@ An invention to facilitate sleep: the 
automatic crib vibrator. This is designed to 
help mothers and fathers, as well as babies, 
to sleep. 


@ The hypothalamus is suspect as the 
probable center of sleep paralysis—a disorder 
in which temporary paralysis overtakes the 
voluntary muscles after sleep. Repeated mild 
insulin-induced hypoglycemia brought one 
patient complete remission for 9 months. 


When patients must sleep, try LOTUSATE,® 
Winthrop’s newest, dependable intermediate- 
acting hypnotic. In 15 to 30 minutes it 
induces sleep—sleep that lasts a good 6 to 

8 hours. The different shape, size and color— 
slender purple Caplets®—are not easy for 
patients to recognize. They appeal to those 
who resist “‘sleeping pills.”” Whenever 
slumber is elusive, prescribe Lotusate. This 
new somnifacient offers sure, sound sleep, 
closely resembling the natural, without 
lethargy. 


LABORATORIES 
New York 18, N. Y. 


Lotusate (brand of taibutal) and Caplets, trademarks reg. U. S. Pat. Off. 


about a 1954, 1955 or 1956 vaccine ; whether they talk «bout 
three shots, one shot, or one and more shots; whethe: they 
talk about a merthiolate antigen destroying a live virus, ora 
poor potency vaccine, they always come up with the magic 
figure of “75 per cent” effectiveness. One may suspect, 
here, an artifact, a reflection of a systematic error in surveil- 
lance and analyses. 

Salk, himself, at a meeting-of the American Public Health 
Association on November 13, 1956, admitted that “This 
year emphasis is on technical details concerned with effec. 
tiveness or potency.” The preceding year, the emphasis was 
on safety. The trick, however, is to produce a Salk vaccine 
which is actually safe and effective, and to produce it in the 
same year and in the same vial. 

3. Actually indications that the Salk vaccine is on its way 
out are now becoming apparent. The one manufacturer of 
ultraviolet irradiated vaccine (not a Salk vaccine) has had a 
backlog of orders instead of a backlog of unused vaccine. 
It is common knowledge among virologists that other manu- 
facturers are considering this alternate method of inactiva- 
tion despite Salk’s contention that there is no evidence that 
favors it. Ultraviolet irradiated vaccine was developed with- 
out the support of the National Foundation for Infantile 
Paralysis. In this connection, one wonders about the pro- 
priety of Salk and other foundation-affiliated physicians 
being members of the Public Health Service’s Technical 
Committee on Poliomyelitis Vaccine, a committee which 
passes final judgment on all types and lots of polio vaccine 
submitted by manufacturers. 

It should be made clear here that although ultraviolet 
irradiated vaccine has been shown to be more potent anti- 
genetically, and is probably safer, uncertainty stil] remains 
as to the immunologic effectiveness of the irradiated as well 
as the Salk vaccine. Dr. John Paul of Yale has recently re- 
emphasized that the “presence of antibodies and immunity 
are not synonymous” (JAMA, 162:1586, Dec. 29, 1956). 

4. For the country as a whole, nonparalytic polio—against 
which the vaccine is not effective—decreased more sharply 
than paralytic polio—against which the vaccine is alleged 
to be effective. In fact, it is evident that 1955 and 1956 were 
naturally low polio years, years of the drought in the well 
known polio cycle. 

God help the medical profession if 1957 turns out to be an 
epidemic year, especially if double standard reporting can- 
not conceal the fact. 

5. The Chicago mass immunization program in 1956 was 
not only an unequivocal failure, but in addition the vaccine 
provoked paralysis. The evidence for this has been disre- 
garded by public health officials. By August 2, 1956, one 
out of every two cases of polio reported in Chicago was ina 
vaccinated child. In spite of more rigorous diagnostic 
standards than those employed in former years, last year 
Chicago had the second highest incidence of polio in its 
history. One third of the polio cases (349) were in Salk vac- 
cinated children and 212 of these were paralytic. Evidence 
that indicates the epidemic was caused by the vaccine has 
not been considered or ruled out by authorities. 

Should final analysis of the epidemiologic evidence prove 
this to be true, then the authorities of the National Founda- 
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tion for Infantile Paralysis, the United States Public Health 
Service, and the Chicago Health Department will be in a 
peculiar position, namely— 

They tried, in 1956, to combat the Chicago epidemic with 
the same vaccine that caused it. 

6. In North Carolina, a second area which carried out 
intensive summer inoculations in 1956, though the éotal 
incidence of polio decreased as compared with 1955, the 
incidence of paralytic polio, against which the vaccine is 
allegedly effective, sharply increased. Again there has been 
silence about the provoking effect of the vaccine. 

I know these charges are serious. I am not issuing them 
lightly. My documentation is extensive. I am in continuing 
correspondence with authorities—national and interna- 
tional—who share and support the position I am presenting 
but who do not have the time nor energy as research men 
to combat multi-million dollar agencies. 

My only plea with you is please do not end up as the group 
at whom the public can point a finger when the program col- 
lapses. 

The issue transcends polio. What is at stake is the freedom 
of the individual physician to advise what he thinks best 
according to his best medical judgment, unhampered by 
mass communication pressures. The physician, not the 
panicked patient, should be the determinant of the thera- 
peutic decision. 

And, please, do not be fooled by a false concept of public 
relations a la the National Foundation for Infantile Paralysis 
and certain divisions of the USPHS. 

In making these charges I amnot unmindful that I risk 
my position and my professional future. But if our profes- 
sion and each individual professional man is not dedicated 
to the search for truth and to the welfare of patients en- 
trusted to his care, then ours does not deserve to be called 
a profession and we should recognize ourselves for what we 
are in danger of becoming—automatons, robots, slave 
technicians. 

HERBERT RATNER, M.D. 
Oak Park, Illinois 


The “Secretary's Newsletter” in GP for February, 1957 
reported at length on plans for poliomyelitis vaccination. Al- 
though those plans seemed acceptable to most physicians, Dr. 
Herbert Ratner was a vociferous exception. Publication of his 
letter here in GP’s vox populi department does not imply agree- 
ment with it by the publisher, the medical editors, or the Acad- 
emy. 

Rather the letter is presented in the expectation that it will 
stimulate physicians to take a keener personal interest in prob- 
lems of poliomyelitis vaccination. They will find that there are 
satisfying answers to most of the items in Dr. Ratner’s storm 
of protests. 

The critical reader may resent Dr. Ratner’s thought that 
physicians will be left holding the bag if a vaccine currently in 
use turns out to be ineffective or if it is supplanted by a more 
potent agent. This implies that physicians are unalterably rigid, 
the! they will be unwilling to accept a better method when it 
cov:s along. The record of medical progress is sufficient refuta- 
—Mepicat Eprror 


G* May 1957 


ancient motif— 
the lotus— 
modern 

design 


for sleep— 


This is Winthrop’s newest intermediate- 
acting barbiturate, a quick, dependable 
somnifacient. Effective in 15 to 30 
minutes, its action lasts 6 to 8 hours. 


A Different in size, shape and color, 


Lotusate is available in purple 
Caplets®—120 mg. (2 grains). 


Adult somnifacient dosage: 1 Caplet 15 
to 30 minutes before retiring. 
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Lotusate is also available in 50 mg. 
(34 grain) and 30 mg. ('% grain) 
Caplets for sedative uses. 


new somnifacient 
brings sleep— 
without lethargy 


LABORATORIES 
New York 18, N. Y, 


Lotusate (brand of talbutal) and Caplets, trademarks reg. U. S. Pat. Off. 
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Squibb Quality~—the Priceless Ingredient 


Each capsule contains tetracycline 
phosphate complex equivalent to 
250 mg. tetracycline hydrochloride 
and 259,000 units Mycostatin, 
with added sodium metaphosphate. 
Minimum adult dosage: 1 capsule 
@.i.d. Bottles of 16 and 100. 

ALSO AVAILABLE: 

Sumycin Capsules (tetracycline phosphate 
complex equivalent to 250 mg. tetracycline 
hydrochloride): Bottles of 16 and 100. 
Mysteclin Capsules (250 mg. tet: ycline 
hydrechiotide and 250,000 units ‘iycos 
tatin): Bottles of 16 and 100. 

Mysteciin Half Strength Capsules 
tetracycline hydrochloride anc 
units Mycostatin): Botties of 16 100. 
pension containing equivalent of é- 
tetracycline hydrechiotide ani 000 
Units Mycostatin 


the logical combination for antibacteri 
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Meprobamate Addiction 


THERE is a growing worry about the danger of indis- 
criminate use of one of the most popular of the new 
so-called tranquilizing drugs—meprobamate (Equanil, 
Miltown). Specifically, evidence is accumulating to 
show that this agent has the power to cause barbiturate- 
like addiction. 

A warning about this appeared in one of the two 
companion guest editorials published in GP last No- 
vember. There Tomb wrote, ‘‘Medical history is full of 
instances in which a so-called ‘harmless’ pain-reliever 
or sleeping pill proved to have addictive properties. 
Heroin was at one time lauded as non-habit forming. 
Many a morphine substitute has been released, only to 
take its toll in the misery of addiction. The barbiturates 
were once considered the wonder drugs. Now, although 
they are a valuable part of our medical armamentarium, 
they have created a vast social and addictive problem. 
It is to be hoped that history does not repeat itself in 
the use and abuse of the ataractic drugs.” 

Earlier last year, Lemere reported a barbiturate-like 
withdrawal syndrome when one of his patients discon- 
tinued meprobamate. It was also stated that several 
chronic alcoholics felt that they were becoming 
“hooked” with meprobamate addiction. - 

In an article soon to appear in the Annals of the New 
York Academy of Sciences, Pfeiffer and his associates 
provide new pharmacologic information about mepro- 
bamate. Their studies indicate that the drug is not an 
ataractic like chlorpromazine or reserpine. Indeed, they 
believe that meprobamate “‘is best characterized as a 
sedative of the phenobarbital type that, either by pri- 
mery action or by action of its degradation products, 
produces a CNS stimulation of the trimethadione type.” 
Thus, the action of meprobamate resembles that of a 
secative-stimulant combination like the mixture of 
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d-amphetamine and amobarbital (Dexamy]). Pfeiffer’s 
group, therefore, sustain the thought that there is risk 
of drug dependence (or of abstinence syndrome) when 
meprobamate is prescribed for prolonged use by pa- 
tients suffering from anxiety, alcoholism and other 
emotional-behavior states. 

Moyer, Pevey and Kinross-Wright, in the final article 
of the Baylor ‘Practical Therapeutics” series to be 
published next month, agree that meprobamate is 
habit-forming in the sense that patients become quite 
dependent on the drug. They note also that with- 
drawal symptoms—restlessness, insomnia, convul- 
sions—may occur in patients who have been habituated 
to high doses. 

These newer views of the properties of meprobamate 
cannot be reconciled with earlier statements that the 
drug is nonaddictive and well suited for prolonged 
therapy. It seems probable that those statements were 


premature as well as early. This does not imply that 


meprobamate does not have a place in therapeutics. It 
does fix that place in a somewhat unhappier light than 
was indicated by the original tendency to call this drug 
the “happy pill.” 


The Challenge of Specialization 


WITH THE STEADY PROGRESS of medical science through- 
out the world, our field of knowledge has become vast. 
No physician can be well informed in all its branches. 
The natural result of this has been the growth of spe- 
cialization. Even the major specialties have become 
large fields in themselves, and have been subdivided 
into subspecialties. To master even one of these limited 
fields is a lifelong task. Certainly to be a good general 
practitioner is an even more demanding one. 

It has been said in jest, but with a painful morsel of 
truth, that a specialist is a man who may not know very 
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much about his own branch, but certainly knows 
nothing of any other part of medicine. Too often the 
truth of this statement results in harm to the most 
important person of all, the patient. Not only are spe- 
cialists apt to overlook obvious diseases, merely because 
they are not familiar with them, but they commit the 
less obvious error of treating controversial conditions 
from the unilateral viewpoint of their own field, without 
seeking competent consultation from other branches of 
medicine. Examples are the specialist in internal medi- 
cine, who treats a patient with an obstructing duodenal 
ulcer conservatively, through many attacks, when sur- 
gery would have saved much time and money; or the 
surgeon who resects duodenal ulcers without an ade- 
quate trial of medical therapy. 

Certainly a proper degree of specialization is neces- 
sary. If the patient is to receive the greatest benefit, 
however, there must be freer coordination between the 
various branches. 

There is a growing realization that a family physi- 
cian—a personal physician—is essential if such coor- 
dination is to be achieved. Then the patient need not 
try to diagnose his own illness in terms of what kind of 
specialist to seek. At the same time he can be sure of 
the consultative services of all the specialists his con- 
dition requires. This is the ideal! 


Art and Science 


IN HIS CHAIRMAN’S ADDRESS at the 1956 National Meeting 
of the American Federation for Clinical Research, Dr. 
Carleton B. Chapman expressed intense worry about 
what he called a “Back to Nature” movement in medical 
education. That worry had its origin in the impression 
that some medical educators are trying to emphasize 
the art of medicine at the expense of the science. 

It is no wonder that Chapman is worried. To him, 
the art of medicine is in direct opposition to all that’s 
scientific. He defines the term as “‘a nebulous process 
whereby the physician somehow divines what to do 
without knowing why, and whereby a vast experience 
necessarily and of itself confers medical omniscience.” 

To most medical educators, that definition will seem 
a harsh perversion of a useful term. They may never 
have tried to define the art of medicine themselves, but 
they will surely reject the thought that it can be anti- 
scientific, Rather they would take the view that the art 
and the science are mutually sustaining. Indeed they 
unconsciously express this, when they link the words, 
as they often do, speaking of the art and science of medi- 
cine. 

Most people can make sounds that could be called 
singing. By imitation and by practice, they may come 
to sing better. With special training, they may improve 
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still more. A hundred or a thousand or ten thou: ind 
singers might receive the same training and musical 
education, and only one of them become a great aitist. 
When an attempt is made to assay the reasons for that 
singer’s success, it is clearly evident that it is based upon 
education and training (science) and something more. 
The “something more” is some rare human quality that 
raises a singer’s performance to a higher level of per- 
fection. It is his art, and it is inseparably bound to his 
science when he performs. 

In medicine as in music, science and art are insepa- 
rable. The art is found in the introduction of those 
human qualities that make the application of science 
more effective in the practice of medicine. Fortunately 
for the sick of the world, the human qualities that make 
for artistry in medicine are latent in most people who 
study medicine. 


Mode of Action of Penicillin 


IT HAS BEEN KNOWN for a long time that bacteria undergo 
lysis when exposed to penicillin. The mechanism for 
this action has been largely a matter of speculation. 
However, two reports in Science for January 18, 1957, 
provide evidence that penicillin acts by causing dis- 
turbances of the cell walls of bacteria. 

After careful morphologic study of the lysis of E. 
coli by penicillin, Hahn and Ciak proposed that peni- 
cillin induces a metabolic change that affects the in- 
tegrity of the bacterial cell walls. As a consequence, the 
content of the bacteria, enclosed in a cytoplasmic mem- 
brane, extrudes as a globular structure. Osmotic and 
mechanical forces readily disrupt these globes and the 
cell cytoplasm is lost. 

Park and Strominger have obtained chemical evi- 
dence that penicillin interferes with bacterial cell wall 
synthesis. As long ago as 1949, it was known that certain 
uridine nucleotides accumulate in staphylococci that 
are inhibited by penicillin. Now it has been shown that 
a structure analogous to part of the nucleotide is a 
normal constituent of the cell wall of the staphylococ- 
cus. So it is believed that penicillin specifically prevents 
utilization of bacterial cell compounds in the biosyn- 
thesis of cell walls. 

Although the facts of penicillin action upon bacteria 
cannot presently be stated in precise chemical terms, 
Park and Strominger suggest that the time is near when 
this will be possible. These studies therefore assume an 
importance far beyond their value as interesting exer- 
cises in basic research. A full understanding of the 
chemical processes of bacteria cell wall synthesis may 
provide the means for devising new chemotherapeutic 
agents that will interrupt that synthesis at chosen 


points. 
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Costs of Medical Care 


DisTRIBUTION of costs of medical care is a hot topic. It is 
expected to lead to lively discussions this year in con- 
nection with efforts to revive legislation for government 
sponsorship of sickness insurance. An attempt will be 
made to show that costs are unevenly distributed— 
that a few people bear disproportionately large medical 
expenses. There are a number of reports that may seem 
to support that argument, and physicians generally 
should know about them. 

For example, in Public Health Reports for February, 
1957, Miss Selma Mushkin discussed the relationship 
of age to expenditures for private medical care in 
urban communities. Her data were derived from esti- 
mates of out-of-pocket expenditures by the people in 
91 cities. That is to say, payments by insurance com- 
panies for medical care were not included, although 
the costs of insurance premiums were. 

Miss Mushkin’s figures did indeed reveal an uneven 
distribution of medical costs, as shown in the diagram 
at the right (/tem 1): 

The relationship of expenditures to age was broadly 
shown by comparing two segments of the urban popu- 
lation—people under 19 years of age and people 65 
and older. Here the unevenness of costs appeared as 
shown in Item 2. 

When Miss Mushkin considered only the larger 
personal expenditures ($200 or more a year) the un- 
even distribution of outlays in older age groups seemed 
all the more striking, as shown in Item 3. 

All these data furnish impressive support for the 
thought that a large proportion of medical costs are 
borne by a small proportion of people who pay large 
medical bills. Unless the circumstances were closely 
inspected, one might suppose that the data are them- 
selves a strong argument for government sponsorship 
of compulsory health insurance. However, that closer 
inspection reveals a lack of substance in the argument. 

In the first place, Miss Mushkin’s data were derived 
from a study for the year, 1950. In the ensuing years, 
growth of voluntary health insurance programs may 
well have altered the pattern of expenditures. 

In the second place, the study did not disclose to 
what extent the disproportionate distribution of ex- 
penditures was attributable to a failure on the part of 
the heavy spenders for medical care to participate in 
programs for voluntary health insurance. In the ab- 
sence of that information, the data can hardly represent 
an argument for compulsory health insurance. 

Finally, any short-term economic study can be 
grossly misleading. A 1950 study of medical economics 
in urban families has no meaning in terms of the life- 
tims of those families. Although it was shown that 
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only 7 per cent of the people paid 41 per cent of medi- 
cal costs, experience covering a period of years would 
probably show that time itself is a good distributor. 

Let there be no misunderstanding. Miss Mushkin’s 
report did not include arguments for socialized medi- 
cine or for anything else. She made a straightforward 
presentation of facts. Nevertheless, her facts are just 
the kind of windmills that physicians will be tilting 
with during the next year or two. 


Lung Cancer in Women 


Morraurry statistics during the past 25 years have dem- 
onstrated a gradual, steady rise in the prevalence of 
lung cancer. At one time it might have been supposed 
that this statistical change was resulting from improve- 
ment in diagnosis. However, that supposition is unten- 
able in view of the difference in rates among men and 
women. Thus, in the early part of the century, the ratio 
of male to female cases was between 1:1 and 3:1. Now 
the sex ratio is between 5:1 and 9:1. If the total increase 
in prevalence of the disease were attributable to im- 
proved diagnosis, one would hardly expect such widen- 
ing of the sex ratio. 

When the prevalence of lung cancer is analyzed by 
histologic types, it is apparent that the increase of the 
disease is largely due to a rise in the frequency of 
bronchial epidermoid cancer. For various reasons, that 
fact has led to a search for an etiologic factor that 
would act by being inhaled. As a result of that search, 
some investigators have proposed that pollution of the 
air is responsible. Others have specifically incriminated 
tobacco smoke. Still others have stood in a middle 
ground. Although they have accepted the thought that 
an inhalant is responsible, they have preferred not to 
name an agent or a group of agents. 

Anyone old enough to remember back at least as far 
as World War I will quickly attest to increasing pollu- 
tion of the world’s air. Industrialization and mechani- 
zation account for an outpouring of all kinds of fumes 
into the atmosphere. Some of them only smell bad, but 
many of them also are laden with substances that are 
known to be potentially carcinogenic. 

Thus, it can at least be said that air pollution is a 
plausible explanation for the epidemiologic facts about 
lung cancer. But plausibility is not enough for a prob- 
lem so important. The fact is that a specific inhalant 
has not been identified. Also, the proponents of an air 
pollution theory have not adequately accounted for the 
widening difference in the incidence of the disease in 
men and women. Surely both sexes breathe equally. 
Can it be shown that more men than women breathe 
injurious air? During the past six or seven years, Dr. 
Ernest L. Wynder has been a foremost advocate of the 
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proposal that tobacco smoke is the chief external agent 
responsible for bronchogenic carcinoma. His cpi- 
demiologic analyses have mainly indicted cigarctte 
smoking, and they too have re-presented a plausible 
story—indeed plausible enough to be vastly worrisome 
to a multi-billion-dollar industry. 

Curiously enough, the widening sex ratio for lung 
cancer has been used also as an objection to Wynder’s 
hypothesis. It has been argued that women nowadays 
seem to smoke as much as men. Why, then, is lung 
cancer still so largely a masculine disease? 

In the New England Journal of Medicine for Decem- 
ber 13, 1956, Wynder presents a new body of data re- 
lated specifically to lung cancer in women. Those data 
indicate that women still smoke less than men (at least 
at all ages above 30), that there are more smokers in a 
group of women having epidermoid cancer than could 
be expected on the basis of control cases, and that the 
smokers in the epidermoid group are heavier smokers 
than one would expect on the basis of controls. 

Wynder concludes his present report by considering 
alternative hypotheses for explanation of the data. He 
logically rejects them one by one, leaving as the most 
probable hypothesis: cigarette smoking increases the 
risk of epidermoid lung cancer in women. According 
to this, many women may live to regret the passing of 
the days when it was just not proper for a woman to 
smoke in public. 


Metropolitan Life 


THE ETHICAL and altruistic policies of the Metropolitan 
Life Insurance Company, as evidenced by the series 
of ads on health and medicine it has run for so many 
years, have been admired by everyone connected with 
medicine. The admiration of the American Academy , 
of General Practice is magnified by the wise words of 
advice contained in the company’s current ad now 
appearing in many popular magazines. 

The advertisement states so clearly the valuable 
function of the family physician and reflects so cogently 
the message that the Academy has been trying to put 
over to the public ever since its foundation, that we 
think GP’s readers will want to read it in full. It 
follows: 

The doctor’s coming right away! 

‘Inan hour of urgent need, you may have had the feel- 
ing of relief and reassurance that comes when you 
know your family doctor will soon step through your 
doorway. Then you are most aware of how much it 
means to have a family doctor. 

“Of course, any physician in your community would 
respond to an emergency call. It is not quite the same, 
however, as having your own doctor who has known 
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you and your family through the years. When he 
comes, you rely on him not only as a physician, but 
also as a friend. 

“This warm relationship can be very important . . . 
as important, in a way as the doctor’s knowledge of 
medicine. This is because the family physician, in 
treating a patient, considers not only the current 
medical phases of the case, but also the patient’s 
personal medical background. Furthermore, a doctor 
who has year-to-year contact with you can help ease 
many worries which illness often magnifies. 

“Whether your doctor is called for a serious emer- 
gency or a minor illness, he brings to you the latest 
developments of medical science. These include new 
methods of diagnosis, new drugs and treatments for 
restoring health or controlling many diseases. He also 
brings to you his own broad knowledge of medicine 
gained through years of study in schools, hospitals 
and clinics. 

“There are other equally good reasons for having a 
family doctor. When you go to him for periodic health 
check-ups, he can often detect trouble early and take 
appropriate action promptly. Moreover, by consulting 
your doctor periodically, you get his advice about how 
to help keep in good physical condition . . . with 
proper diet and sensible habits of work, sleep and re- 
laxation. 

Your friend, the family doctor, is the first to know 
when hospital care is needed . . . and when a specialist 
should be called to advise and assist him in giving you 
the latest specialized treatment necessary in your case. 

“Specialists, because of their detailed knowledge 
and experience in diagnosing and treating diseases 
falling within their particular field, are important allies 
of the family doctor. 

“Your family doctor will welcome an invitation to 
become a part of your family circle. One of the most 
practical steps, therefore, that you can take for future 
health and happiness is to consult your family doctor 
now... and keep in touch with him over the years.” 


A Letter from a Generous Man 


ACROSS THE EDITOR'S DESK 


A FEW MONTHS AGO, there was occasion to comment 
editorially in GP about the physician’s wife. At least 
one physician read that editorial, because he wrote a 
letter to the editor about it. His thought is worth pass- 
ing along, and he has agreed to let this be done. How- 
ever, he expressly requested that his name be withheld. 
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Dr. Anon had this to say: “In you editorial, Just 
What the Doctor Ordered, you stated that the doctor’s 
wife is all things—‘efficiency expert, saint, creature of 
expediency—able to change her mood at the turn of a 
moment—companion at medical junkets, companion 
equally of the rare rosy hours at home, substitute 
office nurse, substitute secretary, mother of his chil- 
dren ... She is just what the doctor ordered.’ 

**You could have said a lot more about the lady in 
question, but I guess your space was limited. Never- 
theless, you have no excuse for not mentioning the 
lady’s prime attribute. She is indispensable. 

**You will hear it said, and it’s true I’m sure, that no 
man is indispensable. At a hospital staff meeting in my 
town just the other day, the chairman of the staff put 
some noses out of joint. Afterward one of the unjointed 
was heard to remark, ‘Who does he think he is? He 
can be replaced. No man is indispensable.’ 

Well, our staff chairman is a pretty wonderful 
person—medically and every other way. He would be 
the first to agree that he can be replaced. He knows 
that one of the prices he must pay for his position of 
eminence is to serve as a target for that recurring re- 
mark—‘No man is indispensable.’ 

**You never hear that kind of remark about a doctor’s 
wife. As a matter of fact, you hear a lot of doctors put 
it in the positive, just as I have: ‘My wife is indispens- 
able.’ 

From time to time in GP, you have written some 
tricky stuff about differences between men and women. 
You were trying to show that the so-called weaker sex 
is after all the stronger. I contend that one of the best 
proofs that women are stronger is their indispensabil- 
ity. 

**You have my permission to print this letter in GP 
if you want to, but please don’t include my name. Also, 
I suggest that if you do use the letter, you print ‘in- 
dispensable’ in boldface.” 

There is only one thing worrisome about that letter. 
Why in the world should the writer want his name 
withheld? He’ll never have a better chance to get in 
solid with his wife and all the other ladies in his medi- 
cal community. 

It must be concluded that Dr. Anon is a truly gener- 
ous man. The chances are that his wife typed his let- 
ter, so she knows how he feels about her. Then, by 


keeping his name out of print, he has given all his 


colleagues an opportunity to take advantage of his 
sentimentality. You could hardly blame a GP reader 
for showing this editorial to his wife and smiling secre- 
tively when she asks him if he wrote that letter to the 
editor. 

One last thing, at the request of the generous Dr. 
Anon: INDISPENSABLE. 
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The proficiency of the operating team is enhanced greatly 

by attention to small details. These include the basic hand skills- 
“catching bleeders,”” tying knots and suturing— 

as well as the choice of materials (instruments, needles, sutures). 
Consider these thoughts: The hemostat is better held 

as a pick-up forceps than in scissors fashion (functionally, 

this instrument is an extension of the thumb and index finger). 
Suturing dexterity is greatly improved if the strand is fastened 

to the needle, and the left finger tips are used instead of tissue forceps. 
Many such fine points of technique are born of experience. 


The Everyday Hand Skills of Surgery 


JAMES |. KNOTT, M.D. 
San Diego, California 


Ir Is IMPERATIVE that the surgical assistant be a good 
technician. Otherwise much operating time can be lost 
by clumsiness of the team in the small items of surgical 
technique: catching a bleeder, tying a knot and sutur- 
ing. The young surgeon must train his fingers in these 
skills. He will do better if he also understands the prin- 
ciples involved and knows a bit of their history. For a 
background of modern surgical technique, he may go 
to the papers of William Halsted (1913), Harvey Cush- 
ing (1911) and Wayne Babcock (1947); and for the 
history of surgical hemostasis, to the treatise of Eugene 
Doyen (1917). 


Tying the Surgical Knot 


The assistant should be adept at tying the square 
knot and the granny slip knot, free-hand, stick tie (su- 
ture ligature) and instrument tie. The square knot is 
the most secure of the simple knots and may be tied in 
a variety of ways. Howard Kelly (1901) described his 
method, with drawings, for tying fine silk free-hand. 
To pull the free end through, he used the middle 
fingers of first one hand then the other, instead of 
single finger tips. 

Wayne Babcock has shown his technique of the 
instrument tie. The strand is looped around the left 
finger tips and the short end is grasped by the needle- 
holder (Figure 1). This technique is probably the most 
useful of all methods and serves with catgut, silk and 
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wire. With catgut, much material is saved and the knots 
are more secure. A useful aid is the Diamond Jaw 
needleholder in which the jaws are faced with plates 
of tungsten carbide alloy which enable one to hold the 
finest strand or needle with no turning. Doyen had 
his needleholders gold-plated for easier identification 
on the instrument table, a suggestion we have found 
worthwhile (a pair of gilded needleholders is a fit gift 
to delight any surgeon). 

A snug first tie is the vital point in a ligature tie. 
The square knot, once it is tied, can neither be read- 
justed nor made tighter on the bleeder. A tie may slip 
off a vessel with its square knot intact if the first haif 
did not hold properly. On an important deep tie, the 
assistant may use finger point pressure or a fine pointed 
forceps to hold the first tie from slipping as the second 
half is tied. Tying fine silk free-hand, the trick is to set 
the first tie with gentle jerks. 

Master surgeons have advocated the granny knot for 
hemostatic ties. Halsted wrote: 


A granny knot is adequate when fine silk is used. 
In some instances the granny is better than the reef 
knot, for in the tying of the former in the presence of 
tension, the traction of the first turn of the knot can 
easily be maintained, and should the first turn 
loosen, in the taking of the second the slack can 
usually be taken up in the drawing home of the 
latter.” 
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And Victor Bonney, the English gynecologist, states 
in his textbook (1948) : 


This of all knots is the simplest and quickest, the two 
hitches that make up the knot being identical. It has 
the advantage that the first hitch is easily held tight 
while the second is beng made, and that should the 
first hitch slip, the second tightens it.” 


In tying the square knot, the first hitch is pulled 
down above the point of the hemostat (Figure 2), while 
with the granny it is pulled down below it (Figure 3). 
The granny slip knot saves much time if used routinely 
for minor bleeders and for deep ties. The slip knot is 
formed by taking two half hitches around the left 
strand and these are slid down onto the bleeder by 
pulling back on the left strand (Figure 4). The slip 
knot tie is made secure by a third tie, if indicated. 
With catgut, the finer the strand, the more secure is 
the knot, and with three ties one may cut the ends 
short. 

With fine wire, one sets the first tie by pulling up on 
the strands (Figure 5). The second half must be tied 
with care. The silk technique of sliding a loop down 
the left strand is not suitable for this may kink the 
wire. For tying fine wire and fine silk free-hand, I favor 
a technique in which fingers of both hands are inside 
the loop (Figure 6). Salesgirls use a similar method in 
tying parcels. After the second tie is formed, traction 
with the fingers inside the loop will tighten up the first 


Figure 1. Instrument tie. 
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Figure 2. Square knot. 


tie, which can then be held taut by finger tip pressure 
as the second tie is completed. 

The first hitch of the square knot is adequate with 
wire since it does not slip. One may save time in large 
dissections such as a radical amputation of the breast, 
by tying on the specimen side with 5-0, 35-gauge wire. 

A safe method for tying a deep vessel, free-hand or 
stick tie, is to use a knot of three ties. After the first tie 
is placed, the right strand is passed around the hemo- 
stat and a second tie is made. This places two ties in 
series on opposite sides of the vessel and they rein- 
force each other. Pulling up on the second tightens 
the first, and it in turn keeps the other from slipping. 
The hemostat is removed as the second tie is tight- 
ened. The third tie forms a final square knot. 

The clove hitch,a sailor’s and miller’s knot, often 
used by our early New England surgeons, is a tie that 
can be placed in a cavity difficult for the fingers. The 
two loops of the hitch are passed over the rings of the 
hemostat so that the hitch comes on the deep side of 
the vessel. A final square knot is tied. With a suture 
ligature, this hitch can be sewed around an unsevered 
vessel in a pedicle. 

The early surgeons, to reduce slipping of the first 
hitch, used a modified square knot called the surgeon’s 
knot. They further used dry catgut and they waxed 
their silk and linen strands. The first hitch in the sur- 
geon’s knot is made with a double instead of a single 
wrap. The fault in this knot today is that more force is 


Figure 3. Granny knot. 
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Figure 4. Granny slip knot, Figure 5. Wire knot. 


Step 3 Step 4 


Figure 6. Tying square knot free hand with both hands inside loop. 


Figure 7. Hemostat Figure 8. Passing hemostat 
in grasping position. to operator. 


Figure 9. Torsion hemostasis. 


Figure 10. Stick tie on isolated vessel. 


Figure 11. Stick tie for miner vessel. Figure 13. Half curved needle. 
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Figure 12. French-cye needle. 
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required to pull the tie down correctly. With the mod- 
ern fine strands, they are apt to break or to not be 
pulled down tight enough. 


The Functional Use of the Hemostat 


The early surgeons first used sharp hooks to draw 
out the vessel ends for tying. Then thumb forceps 
were modified to be snapped on the bleeding point. 
Ring-handled forceps with crossed jaws are pictured 
in the surgical literature of the 1700’s. Originally these 
were prehensile instruments used in wound dressing. 
Lister’s dressing forceps were of this design. Spencer 
Wells modified these into our present-day hemostat. 

The hemostat is an instrument for the extension of 
the delicate thumb-index pick-up sense, and coordina- 
tion is better if the hemostat is held as a pick-up forceps 
rather than in the scissors fashion. The elbow remains 
in normal position below wrist level. One sights along 
the shaft and comes straight upon the bleeder. For 
convenience, groups of six hemostats may be held at 
one time. The right index finger goes through one of 
the rings (Figure 7). The shafts are held in the palm 
by the last two fingers. Sponging, retracting, cutting 
and scissoring can still be done. When a hemostat is 
needed, the tip of the middle finger pushes one forward 
to place the free ring over the tip of the thumb. The 
key to the technique is the next step: The instrument ts 
held solely by the grip of the thumb and the middle finger 
on this ring. The index finger merely opens and closes 
the lock. 

In tying off a bleeder, the rings are picked up with 
the left thumb and the first two fingers. As the first half 
of the tie is pulled down, the hemostat is rotated a half 
turn, and then removed, locked and gathered onto the 
index finger. The suture scissors are held in the right 
hand. 

The assistant should pass the hemostats to the oper- 
ator. By pushing one forward from his index finger 
with the thumb (Figure 8), he can place a hemostat at 
the finger tips of the operator, in the field. Teamwork 
is smoother, with no reaching by the operator, and no 
slapping of hemostats into the palms of the team. The 
assistant may pick up the hemostats directly from the 
edge of the instrument rack, or the nurse may slide a 
group of six onto his outstretched index finger. 

Hemostasis by torsion of the severed vessel is an 
ancient method used from pre-Galen days down to the 
time of Lister for all except the major vessels. It is 
still a useful device for minute bleeders close to the 
skin margin in wounds of the face and of the hand, and 
in circumcision of the newborn. 

The tip on the bleeder is held as a fixed point (Figure 
9) while the index finger rotates the ring, so that the 
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bleeder alone is twisted. A hemostat with fine mouse- 
toothed jaw tips will be found superior to one with 
plain jaws. The bleeding point tends to slip aside 
when touched with a smooth tip. The jaws with teeth 
seem to cause less trauma. 

Teamwork in the dissection saves blood. The 
operator will know where the larger vessels lie and 
will expose each before cutting. He will put finger 
point pressure on the vessel as he cuts it, to control 
bleeding and to turn up the ends for clamping. Halsted 
advised that a small vessel inaccurately caught need not 
be released. 

A half twist of the clamp controls the bleeding, and 
with another clamp, after sponging, the vessel is 
caught as it is disclosed by untwisting. In a cavity 
where sponging is difficult, the fine point suction tip 
is invaluable. 


Techniques with the Suture Ligature 


The double loop stitch has many modifications such 
as the figure-eight stitch, the pulley stitch, the crossed 
mattress stitch, the far-near stitch, the clove hitch 
stitch, and the ones named for surgeons. This stitch is 
used for stick ties on bleeders, for pedicle stump ties, 
and for tension and closure stitches on fascia and skin. 

The stick tie on the isolated cut end of the vessel is 
the ideal hemostatic ligature. Very fine suture material 
is adequate for even a large vessel. The stump of the 
vessel is transfixed, the strand is reversed back around 
the vessel, and tied with a square knot (Figure 10). 
Halsted taught that the vessel should be twisted a half 
turn as the tie is pulled down, for it takes less ligature 
pressure to occlude the twisted vessel. For minor 
bleeders, a double loop crossed stitch is taken through 
the tissues at the point of the hemostat, which is then 
removed and a square knot tied (Figure 11). Time is 
saved in threading if curved or straight needles which 
have the split French-eye are used (Figure 12). The 
standard needle eye is threaded, almost by sense of 
touch, by sliding the needle eye down onto the end of 
the strand which is held between the thumb-index tips 
so that only the very end of the strand can be seen 
between the fingers. 

For stick ties and wound closure, commercial mil- 
liner’s needles can be prethreaded with silk or wire and 
put up in paper packets. These needles are taper- 
pointed but are sharp enough to readily pierce the 
skin. 

An added convenience is to have the needles par- 
tially detempered by heating them on an electric hot 
plate before threading, so that they may be curved if 
desired at the time of use. Single needle packets are 
used in the office. 
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15. Babcock tie-on eye. 


Figure 16. Benjamin eye. 


Figure 18. Wire surface stitch. 


Figure 19. Vertical mattress stitch. 


Figure 20a and b. Clove hitch stitch.. 


Ligating the Pedicle Stump 


Surgeons in early times attributed secondary wou id 
hemorrhage to slipping of the ligature, so they came to 
employ the suture ligature pedicle tie. Dionis (17':7) 
described the technique. His drawings show a “rave 
beak” hemostat for grasping the bleeding vessel. Around 
its shaft is a suture ligature ready to be slipped down 
onto the clamped vessel. One end of the strand is 
threaded with a needle. The hemostat was removed as 
the ligature was tightened. The needle was then passed 
distally through the stump and a double knot tied. 
Today we would probably make a free tie first and then 
a separate distal stick tie. 

Pedicle ties require special care when the finer 
strands are used. Too much tissue must not be ligated 
at one time. Also, one should avoid unnecessary 
pedicle ties. For example, in removing a tumor it is 
better to cut and clamp the individual bleeders sepa- 
rately as they are exposed, rather than to clamp and 
pedicle-tie all the tissues that are divided in the 
dissection. 

There are several methods of ligating a pedicle. This 
will vary with the organ involved, and other factors, 
and no general technique can apply to all. When the 
pedicle is held under considerable tension, as may 
occur when an organ or a mass is delivered into the 
field from deep in the abdomen, clamps may be applied 
on the specimen side alone, and a double loop stick tie 
placed on the body side before dividing the attachment 
at the clamp. Otherwise if two clamps are applied and 
the pedicle divided between, the clamped stump may 
retract deep into the abdomen where it can be difficult 
to place a tie. Howard Kelly left this advice about 
pedicles, 


I make it a rule not to rely solely upon the pedicle 
ligatures, but in addition, to tie the open mouths of all 
large vessels with a fine ligature making assurance 
doubly sure.” 


Another method is to double clamp and cut between, 
and then to place a running over-and-over stitch 
around the clamp on the body side. As the clamp is 
withdrawn, the stitch is pulled up like a draw string 
and tied. This technique is losing favor, and is not too 
safe unless additional stick ties are placed on all the 
major vessels further back in the pedicle. 

Small bites of a pedicle with separate ties are safer 
than taking the full jaw capacity of the hemostat. As 
pointed out by Doyen when he introduced his flexible 
jawed hemostat, when a full bite of heavy tissue is . 
taken with a hemostat with long rigid jaws, increasing 
the pressure on the ring handles may actually open the 
tips of the jaws and release tissue. This is because the 
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heavy tissue at the junction of the jaws acts as a point 
of leverage and springs apart the tips. 


Points of Technique in Wound Closure 


Teamwork is stimulated if the assistant is the one to 
call ahead for instruments and sutures. ‘‘Kelly’s please,” 
“free tie, triple O plain, please” should be the style 
rather than to merely ask for a clamp or a tie. Team 
morale is improved if the assistant makes the closure. 
Members of the team should avoid entertaining with 
irrelevant small talk. However, talking is a prerogative 
of the operator. Some surgeons work better while 
expounding, possibly as a carryover from barber sur- 
geon days. 

In tissue dissection, the thumb forceps in the left 
hand is very useful. But in tissue repair, dexterity may 
actually be hampered by this instrument. The sensitive 
finger tips serve much better for handling elastic living 
tissue. In peritoneal closure, the finger tips may hold 
back the abdominal viscera, expose the free margin, 
guide or grasp the needle point as it is pushed through, 
and hold the strand unsnarled and under proper ten- 
sion. Also, the fingers of the operator and the assistant 
are the gentlest of retractors. Episiotomy repair, by 
most obstetricians, is done without tissue forceps. Skin 
closure likewise goes much smoother. 


THe NEEDLE 


Another aid to suturing is to have the needle fastened 
to the strand which is then drawn along by the hold 
on the needle. Select a long curved needle for easy 
handling with the needleholder. First, one presses the 
tissues against the point of the needle with the left 
finger tip. As the needle is pushed through, the finger 
tip guides the point and then steadies it as the grip of 
the needleholder is moved back to the eye. The needle 
should be regripped so that it is ready for the next 
stitch without further repositioning. 

If need be, the rings of the needleholder are rotated 
in the palm. One avoids shifting of the needle between 
hands and between team members. The operator alone 


Skin 
Subcutaneous fat 


Figure 21a and b. Far-near stitch. 
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handles the needle and the strand. The assistant aids 
to bring the tissues into position ahead of the next 
stitch. Doyen used fine-toothed flexible-jawed forceps 
like the present Allis clamps to hold the skin margins 
together ahead of the suturing. After the skin stitching 
is completed, one carefully verifies that the opposing 
margins meet correctly. A half curved, half straight 
needle (Figure 13), may be used with the needleholder 
or the fingers for the peritoneum and the skin. When 
the operator needs to pick up the free end of a suture, 
especially if he wears bifocals, fumbling is avoided if 
the assistant merely places his finger tip on the suture 
end in the field. 

Sutures with the eyeless needle have the virtue that 
the strand is fastened to the needle. This may be had 
with the regular needle by double threading (Figure 
14). The strand is passed through the eye from 
inside the curvature, and through a second time in 
the same direction. This binds the strand at the tip 
of the eye to form a sailor’s Blackwall hitch. Special 
nontraumatic, strand-holding needles have been de- 
signed such as the rethreadable eyeless needle, the 
Babcock tie-on needle (Figure 15), the Benjamin-eye 
needle (Figure 16) and others. The Babcock needle 
(Knott 1953), which has a notch behind the eye to 
hold the tie, is simple and suitable for catgut, silk and 
wire. 


SUTURES AND STITCHES 


The secret of the minimal scar is to suture the 
deep layers to carry the skin tension. The skin is 
mobilized by undercutting and then sutured with sub- 
cuticular catgut, silk or wire. For small wounds on the 
face, a satisfactory closure is an intradermal pull-out 
tension stitch of fine wire, size 5-0 or 6-0 (Figures 17a 
and 17b). The strands emerge through a single needle 
hole and are fastened by twisting clockwise. Any ten- 
sion cutting will occur below the skin surface and not 
show a scar. To remove, the twist is turned counter- 
clockwise until the strands separate, one is cut, and 
the stitch removed. 

Surface stitches, especially those of fine wire, should 


Figure 22. Kelly suture carrier. 
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not be placed closer than 3 mm. to the wound margin. 
To remove the wire, one must get the scissors point 
inside the small loop to cut it, and often this forms a 
sharp hook that tears the tissues. A satisfactory wire 
surface stitch is one placed back from the margin and 
fastened with two or three wraps and no knot. As this 
stitch is pulled down, the top flattens out and presses 
the wound edges together. The ends are turned up at 
right angles and cut short (Figure 18). This stitch is 
easy to remove. 

Short ends of wire are stiff. Interrupted stitches of 
the heavier gauges of wire in the fascia may be palpable 
through the skin, while a running stitch is not. A run- 
ning stitch of wire on the surface can be adjusted by 
twisting up the slack. A loosely placed wire stitch can 
be twisted to close a drain opening. 

Fine 4-0 plain catgut is a good suture for surface 
skin closure for children, for those who fear stitch re- 
moval, and for beneath a cast. 

The vertical mattress stitch is an excellent one which 
brings together the deeper layers of the dermis (Figure 
19). Skin clips act in this manner. Another of this 
category, is the clove hitch stitch. (Figures 20a and 
20b). It is easy to put in for the needle is always passed 
from the same side, and easy to remove for more 
thread is exposed on the surface. 

With the use of buried wire, the far-near stitch, 
described by Doyen for silk, (Figures 21a and 21b) 
has become popular as a deep-layer closure of upper 
abdominal wounds, especially in cases with infection or 
poor healing qualities. This may be a dangerous stitch. 
Follow-up x-ray has shown this wire stitch to have 
broken. The break comes at the small loop. This loop 
may pull down into a kink which becomes a bend- 
break point. The break may not occur until after the 
wound has healed. Since rather stiff wire may be used 
for this stitch (30-gauge), and the long loop passes in- 
side the peritoneum, a broken stitch could cause 
trouble. To correct this fault, the loops should be of 
equal size. Also the finer gauge strands are less subject 
to bend-breaking. 

Abdominal incisions are usually closed in layers. 
Fine 35-gauge 5-0 wire may be used on the peritoneum 
fascia and skin. Stitches in the subcutaneous fat, “‘to 
obliterate the dead space” are unnecessary. Peritoneal 
closure is easier if one starts from each angle and ends 
at the midpoint. However with interrupted closure, as 
Ambroise Paré taught in the 1500’s, place the first 
stitch at the midpoint and keep bisecting the segments. 

Halsted described a closure for the abdominal skin 
using a subcuticular buried or pull-out stitch and a 
superficial epithelial stitch catching the very edge of the 
skin. A wire subcuticular stitch can be pulled through 
the skin very easily by means of a Kelly suture carrier, 
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a 52-inch loop of silk on a curved needle or on a 
straight Hagedorn needle (Figure 22). A surface pull- 
out stitch of fine wire gives good epithelial approxi- 
mation and is easy to withdraw. A rapid abdominal 
skin closure is to place three or four interrupted in- 
tradermal pull-out stitches for tension and to close the 
surface with skin clips. 

“*Catgut causes a tissue reaction, silk is not tolerated 
in the presence of infection, and wire leaves a palpable 
foreign body.” These statements are true only with the 
coarser sizes of these materials. Size of strand is the all 
important point. Fine 4-0 catgut is used as a subcutic- 
ular and surface stitch in plastic surgery. Interrupted 
4-0 silk can be used in potentially infected wounds. 
Fine wire has many unexploited uses as a suture and 
ligature material, especially in office surgery. 

Today only a rare surgeon is an exponent of a single 
suture material. The meticulous surgeon makes use of 
the special virtues of each material and may employ 
catgut, silk and wire, in various sized strands, in a 
single operation. 

The modern contribution to basic surgical tech- 
nique is the fine strand suture. Its use requires careful 
hand technique, which differs with each material, 
anatomic closures with correct suture tension, and 
proper stitching and hemostasis. These are the points 
for the assistant to master. 

Today clean wounds are rarely drained. In one that 
might gather serum, a small rubber tissue drain can be 
inserted with a length of silk thread tied to the surface 
end and brought out under the dressings. The drain 
can then be withdrawn on the evening of surgery with- 
out disturbing the dressing. 


Tue DRressING 


The dressing should not be covered over with ad- 
hesive tape. Air circulation through the dressing is 
desired to remove skin moisture and favor an early 
dry crust to seal the wound. 

As a safeguard to the patient, the operator or the 
family physician should change the dressing on the day 
following surgery. The original dressing will be uncom- 
fortably tight since it was applied that way to make 
pressure on the wound and to guard against retching. 
Some blood and serum always escapes in the first hours 
after surgery and this will dry and make the dressings 
uncomfortable. Most abdominal incisions may be left 
uncovered from the day following surgery. A daily heat 
lamp gives comfort. If surface wire has been used, the 
long ends are covered over between two strips of ad- 
hesive laid parallel to the incision. 


A bibliography accompanying this article is available upon 
request from the Editorial Office of GP. 
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The enzyme, glutamic-oxalacetic transaminase, is present 
in all body tissues. A practicable spectrophotometeric assay of serum 
is available. Normal values are 5 to 33 units/ml. 


Following acute injury to certain tissues, the enzyme is liberated 
in sufficient quantity to elevate serum levels. 

A characteristic curve is present following acute myocardial 
infarction with peak levels averaging 160 units/m’*. appearing at 
24 hours from onset and returning to normal by the fifth or sixth 
day. S-GOT is also a sensitive determinant 

of acute hepatocellular damage, and S-GOT may be elevated 


in pulmonary infarction, acute pancreatitis, extensive muscle 


injury, hemolytic crisis and certain muscle disorders 


Clinical Applications of Serum 
Glutamic-Oxalacetic Transaminase 


HOWARD E. TICKTIN, M.D., BERNARD H. OSTROW, M.D. AND JOHN M. EVANS, M.D. 
Department of Medicine, George Washington University School of Medicine ° 


Washington, D.C. 


THE ENZYME glutamic oxalacetic transaminase has 
aroused much recent interest. Previously of concern 
only to enzymologists, this enzyme has achieved wide 
application in clinical medicine by virtue of its sharp 
increase in the serum following acute myocardial in- 
farction. This keen observation was made in the fall of 
1954 by LaDue, Wroblewski and Karmen. Since then 
the serial assay of serum glutamic-oxalacetic transami- 
nase (S-GOT) has been established as a diagnostic tool 
in cardiovascular disease. More recent data have indi- 
cated its usefulness in detecting disorders of other or- 
gan systems including the liver, pancreas and lung 


(Table 1). 


The Enzyme 


Glutamic oxalacetic transaminase, a protein complex, 
is present in all body tissues. Its concentration is great- 
est in heart muscle, with skeletal muscle, brain, liver, 
kidney s, testes and lungs following in order of decreas- 
ing concentration. As indicated in Figure 1, the function 
of the enzyme is to transfer an amino group from one 
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amino acid to another. Normal serum levels range from 
5 to 33 units/ml. Increased levels appear when the 
enzyme escapes from injured cells and gains access to 
the blood. It is probably metabolized in the liver and 
excreted through the bile with very little escaping in 
the urine. 

A relatively simple spectrophotometric method for 
the detection of S-GOT has been devised in which one 
enzyme system is used to measure another. Both reac- 
tions occur in the same test tube and are measured by a 
decrease in optical density that is dependent upon the 
concentration of transaminase. (It should be noted that 
this method determines activity of the enzyme system 
rather than its concentration. However, for the purpose 
of this report the terms “concentration” and “level” 
are used synonymously with activity of the enzyme.) 

This, the method currently in use, has been found to 
be practicable in the average clinical laboratory. A 
colorimetric determination is forthcoming. Sera con- 
taining the enzyme can be stored for periods up to 
three weeks or shipped at refrigerated temperatures 
without appreciable loss of activity. Fasting specimens 
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SUMMARY OF $-GOT ACTIVITY 
IN VARIOUS CLINICAL DISORDERS 


"TRANSAMINASE IS ELEVATED IN: 


1. Acute myocardial infarction. 

2. Active hepatocellular damage. 

3. Myocarditis, rheumatic and nonspecific. 
4. Pulmonary infarction. 

5. Extensive muscular damage. 

6. Hemolytic crisis. 

7. Major surgical procedures. 

8. Pancreatic disease. 

9. Cerebral infarction. 
10. Neuromuscular diseases (dermatomyositis, muscular dys- 

trophy). 


TRANSAMINASE IS NORMAL IN: 


1, Pericarditis. 

2. Angina pectoris. 

3. Arthritis. 

4. Infectious diseases uot involving the liver. 
5. Acute cholecystitis. 

6. Collagen diseases, except dermatomyositis. 
7. G I hemorrhage or perforation. 


Table 1. 


are not necessary, but hemolysis must be avoided, since 
the red blood cell contains relatively large amounts of 
the enzyme and hemolysis may cause serum increases 


up to 7 to 10 units/ml. 


COOH COOH 


ASPARTIC ACID 
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a-KETO GLUTARIC ACID 


Figure 1. Function of the enzyme GOT—the reversible transfer of an 
alpha amino group frem aspartic acid to alpha-keto glutaric acid. 


Myocardial Infarction 


Following acute myocardial infarction, S-GUT 
mounts rapidly reaching levels of 160 units/ml. within 
24 hours from onset of the attack and then gradually 
subsides to normal values within five to six days. Sig- 
nificant elevations have been recorded as early as two 
hours following myocardial infarction. Higher concen- 
trations are frequently found in patients having large 
infarcts, but the prognostic value is limited since there 
is no correlation between maximum values and the im- 
mediate outcome. The characteristically evolving curve 
of transaminase activity following an acute myocardial 
infarct is often more diagnostic than a single high value 
(Figure 2). Hence, it is important to obtain a specimen 
promptly after onset of symptoms and daily thereafter 
for at least four determinations. 

A secondary sharp rise in S-GOT, with or without 
recurrence of symptoms, usually indicates extension of 
the infarct—a process often not recorded by the electro- 
cardiogram. About 25 per cent of patients with coronary 
insufficiency (severe chest pain and ST and T wave 
changes only) have less marked elevations, in the vicin- 
ity of 100 units/ml., which usually return to normal by 
the third day. 

Such a curve is indicative of myocardial necrosis pre- 
sumably induced by intense hypoxia allowing the en- 
zyme to escape from the injured heart muscle. It seems, 
therefore, that this test will distinguish whether coro- 
nary insufficiency is attended by necrosis. Experimental 
studies have shown that as little as one gram of myo- 
cardial necrosis is associated with a rise in the serum 
transaminase. 

Another important area for the application of this 
test is in those patients in whom the electrocardiogram 
shows a “masking” pattern such as left bundle branch 


OXALACETIC ACID GLUTAMIC ACID 
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block, pericarditis, Wolf-Parkinson-White syndrome, 
or previous infarction. In instances such as these the 
occurrence of new heart muscle damage may be hidden, 
or masked by the pre-existing abnormality in the elec- 
trocardiogram. 

In each of these instances, S-GOT is normal except 


DAILY MEAN LEVELS OF GOT 


where actual myocardial necrosis occurs. The problem 
of myocardial infarction of undetermined age can also 
be resolved by the test in many instances. Similarly, it is 
of value in differentiating acute pericarditis from myo- 
cardial infarction since the enzyme activity of the serum 
is normal in pericarditis. 
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The Liver 


More recently, transaminase determinations have 
been shown to be a sensitive indicator of acute hepato- 
cellular damage. Where this process is diffuse and 
severe, as occurs in carbon tetrachloride intoxication or 
acute yellow atrophy, levels are the highest recorded 
and may reach 25,000 units/ml. These high levels 
probably represent massive release of the enzyme from 
the injured tissues and impaired excretion via the liver. 

Transaminase measurements are of value in infectious 
hepatitis because of the early marked elevation which 
may precede changes in other liver function tests. It 
may reach levels as high as 1,000 to 2,000 units/ml., 
but also may reflect hepatocellular damage at lower 
levels long after the usual liver function tests have re- 
turned to normal, which is usually a matter of weeks 
rather than days as in acute myocardial damage. _ 

In cirrhosis, serial values may be normal, slightly 
elevated and level or spiked, depending upon the 
amount of active hepatocellular damage. The test ap- 
pears to have some prognostic value in cirrhosis, a 
steadily rising level appearing in those patients pro- 
gressing into hepatic failure and coma. 

S-GOT may also be somewhat elevated in intrahepatic 
biliary obstruction such as biliary cirrhosis and cholan- 
gitis. The intracholangitic obstruction caused by chlor- 
promazine and methy| testosterone is also attended by 
a rise in enzyme activity. Contrariwise, in early acute 
extrahepatic biliary obstruction, there is either no rise 
or minimal elevation. This has provided the rationale for 
using the test in differentiating parenchymal cell dam- 
age from early extrahepatic obstructive jaundice. 

Serum transaminase has been found to be uniformly 
elevated in primary or metastatic carcinoma of the liver. 
In lymphomatous hepatic involvement, on the other 
hand, only half of the cases have shown abnormal levels. 


Pulmonary Infarction 


Some observers have advocated this test as a means of 
differentiating myocardial infarction from pulmonary 
infarction. Others, however, have noted a late minimal 
rise of S-GOT following pulmonary infarction, occur- 
ring on the fourth to sixth day from onset and reaching 
levels averaging 60 to 70 units/ml. In spite of this, the 
test may be useful in differentiating myocardial from 
pulmonary infarction because of the delayed and mini- 
mal elevation occurring in the latter. 


Elevated Transaminase in Other Diseases 


Since the enzyme is present in all body tissues, one 
might expect it to rise following acute injury to a wide 
variety of tissues. Following extensive muscular dam- 
age, as in crush or burn injury, the enzyme may increase 
up to 250 units/ml., if adequate circulation to the 
injured part is maintained. Certain neuromuscular 
diseases such as dermatomyositis, polymyositis and 
muscular dystrophy have been reported to show 
slight increases of S-GOT. 

Experimental data in acute cerebral infarction indi- 
cate that transaminase is invariably increased in the 
cerebrospinal fluid. 

However, the enzyme apparently does not readily 
pass the blood-brain barrier and is not regularly present 
in abnormal amounts in the serum. 

Following a hemolytic crisis of moderate severity, a 
sufficient quantity of the enzyme is liberated from the 
red cells to elevate the serum concentration. 

Acute pancreatitis also has been associated with ele- 
vated SGOT in some instances, but its further evalua- 
tion in this disease is necessary. 

Severe myocarditis is another entity characterized by 
increased transaminase activity. Here the diffuse ne- 
crotic process of the myocardium releases enzyme much 
as does the localized necrosis of infarction. 

Muscle and tissue trauma following a major surgical 
procedure liberates sufficient enzyme to increase serum 
transaminase for four to five days. This fact must be 
taken into consideration when using the test during the 
immediate postoperative period. 

Other enzyme systems are now being evaluated for 
possible clinical application. Several of these may com- 
plement the use of S-GOT when employed con- 
currently. One such enzyme, glutamic pyruvic trans- 
aminase (GPT), appears to be an even more sensitive 
indicator of acute hepatocellular damage, while exhib- 
iting very little increased activity following acute myo- 
cardial infarction. This may prove helpful in differen- 
tiating damage of these two organs. If this and other 
enzyme systems achieve clinical usage, specificity in 
designating the desired enzyme will become necessary. 
Glutamic oxalacetic transaminase may be the first of 
many enzyme systems available for the diagnosis of a 
variety of diseases. 


This work supported in part by a grant from the Washington 
Heart Association, Washington, D.C. 
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Chlorpromazine and reserpine are prescribed 


for literally “‘millions’’ of patients. However, these extremely 
useful drugs may account for a great variety of cardiovascular, 
gastrointestinal, dermatologic, hematologic, neurologic, psychiatric 
and metabolic side effects. When prolonged therapy with either drug 
is contemplated, a simple “‘screening’’ is necessary—for example, 
a cephalin flocculation test for a patient requiring chlorpromazine 
therapy. But the most effective measure for preventing 


Complications of Chlorpromazine and Reserpine Therapy 


CHLORPROMAZINE and reserpine are among the most 
widely used drugs today. This distinction is well ex- 
plained by the broad scope of their usefulness, cou- 
pled with the usual enthusiasm of physicians for 
newly introduced therapeutic agents. The extensive 
use of chlorpromazine and reserpine has furnished a 
rich opportunity for observation of their clinical effec- 
tiveness as well as possible harmful effects. 

Any drug with widespread usage should be thor- 
oughly investigated for side effects and toxicity. The 
physician who prescribes a drug intensively should be 
familiar with all the disadvantages of such medication. 
No matter how low the percentage of serious side reac- 
tions may be, their incidence in absolute number may 
become significant when the drug is used on a large 
scale. 

An unusually favorable situation for evaluating the 
complications of chlorpromazine and reserpine therapy 
was created by the usefulness of these drugs in the 
field of psychiatry. Large groups of institutionalized 
patients have been treated with various doses for pro- 
longed periods of time, under close clinical and labora- 
tory observation. An impressive number of reports are 
now available on the experience gained from chlorpro- 
mazine and reserpine administration. It appears timely 
to sum up the hitherto observed untoward effects of 
these two new therapeutic agents. 


GP Way 1957 


drug-induced complications is close clinical observation. 


ALLEN E. HUSSAR, M.D. 


Chief, Medical Service 
Franklin D. Roosevelt Veterans Administration Hospital 
Montrose, New York 


Complications of Chlorpromazine Therapy 


It has been estimated that during the 18 months fol- 
lowing the introduction of chlorpromazine for general 
use in May, 1954, about four million people in the 
United States received this drug (according to a sur- 
vey by Smith, Kline and French Laboratories, the man- 
ufacturer of chlorpromazine, under the trade name 
Thorazine). 

There is a long list of symptoms and signs that were 
observed in this huge number of patients during chlor- 
promazine administration, and were, therefore, re- 
corded as complications of this drug therapy. The fal- 
lacy of such routine association is obvious. Careful and 
well-controlled observations are usually necessary to 
establish the connection between a drug and untoward 
symptoms experienced during administration of the 
drug. This principle is even more applicable to chlor- 
promazine, since a good number of symptoms may also 
occur in any large group of patients observed for a long 
period of time who are receiving no medication what- 
soever. 

For the sake of completeness, all unusual manifesta- 
tions reported as complications of chlorpromazine 
therapy will be included in the subsequent discussion. 
While most of these are well proven side effects, some 
will have to stand the test of time. 
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JAUNDICE 


Awareness of the occurrence and familiarity with the 
various clinical aspects of this complication may pre- 
vent unnecessary surgical exploration of jaundiced pa- 
tients. Therefore, a detailed discussion of this subject 
is warranted. 

The incidence of jaundice complicating chlorproma- 
zine therapy has been variously reported from a small 
fraction of 1 per cent to as high as over 5 per cent. The 
reason for these extreme variations is not known. To 
make the situation even more puzzling, in our hospital, 
seven cases of jaundice were observed among the first 
200 patients and none among the subsequent 300 who 
received chlorpromazine. So far, only one fatality has 
been reported in the medical literature. This patient 
also had decompensated rheumatic heart disease. 

Apparently, dosage and route of administration have 
no bearing on development of jaundice. It has occurred 
in patients whose daily dose did not exceed 50 to 75 
mg., who had only a total of 100 mg., or even as little 
as a single 50 mg. tablet. On the other hand, in a group 
of 108 patients who received an average of 2,400 mg. of 
chlorpromazine a day for the “intensive treatment” of 
schizophrenia, only two patients developed jaundice. 

The length of medication preceding the onset of jaun- 
dice is usually around two weeks. However, jaundice 
has started as early as 24 hours after the first dose or as 
late as the fifth week of chlorpromazine therapy. It has 
also appeared from a few days to two weeks after with- 
drawal of the drug. 

Prodromal symptoms frequently, but not always, pre- 
cede jaundice by three to five days. They may consist 
of malaise, chills, fever, vague abdominal pain, nausea, 
vomiting, diarrhea, anorexia or muscular aching. These 
symptoms gradually disappear a few days after the on- 
set of jaundice, and most patients remain subjectively 
well during the rest of the illness. Some develop a rav- 
enous appetite. Itching may or may not be present. 

Physical findings consist of icterus and enlargement 
of the liver, with occasional tenderness. Splenomegaly 
has been noted rarely. 

Laboratory tests show evidence of obstructive type of 
jaundice and absence of parenchymal liver damage. 
The urine is dark and contains bile pigment. The stool 
is light or clay colored. Serum bilirubin, alkaline phos- 
phatase and total cholesterol are elevated with all 
other liver function tests remaining normal. Prothrom- 
bin time may become prolonged in severe cases. The 
peripheral blood smear may show eosinophilia. 

The average duration of jaundice is from two to three 
weeks. Some cases clear in a few days, while others last 
for months. In one reported patient, jaundice persisted 
for seven months. 
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At present, no specific measures are known for ‘he 
prevention or rapid alleviation of chlorpromazine j: un- 
dice. Treatment consists of restriction of physical ac- 
tivity, a wholesome diet (with limitation of fats if intol- 
erance develops), and vitamin supplements. Thiera- 
peutic trials with ACTH and adrenocortical steroids 
gave inconsistent results in a few cases. We have tried 
hydrocortisone in two severely jaundiced patients, 
without noticeable effect. Large doses of sodium su!fate 
used as a cholagogue were also ineffective when given 
to one of our patients. 

Numerous reports are now available on liver biopsy 
specimens from patients with chlorpromazine jaundice. 
The principal findings may be summarized as follows: 

(A) Biliary stasis with inspissated bile in the canal- 
iculi of the centrolobular zones is uniformly present. 

(B) Cellular swelling and brown pigment in some of 
the liver cells is found around these biliary canaliculi. 

(C) Cellular infiltration is either absent, or present 
in a small amount, intralobularly or periportally, con- 
sisting of lymphocytes, granulocytes, eosinophils and 
histiocytes. 

(D) Mild focal necrosis of some periportal hepatic 
cells occurs where portal infiltration extends into bor- 
dering liver parenchyma. (Dissociation of hepatic 
cords and central lobular fibrosis were noted in a 
case of jaundice of over four months’ duration.) 


PATHOGENESIS OF CHLORPROMAZINE JAUNDICE 


There are two main questions in the mechanism of 
this complication. (1) How seriously is the liver im- 
paired, or, better, how much liver cell injury occurs 
during a course of jaundice? (2) Is chlorpromazine a 
hepatotoxic agent? 

The observations available today suggest that signi- 
ficant liver cell injury is not associated with chlorpro- 
mazine jaundice and that chlorpromazine has no direct 
toxic action on the liver. What are these observations? 

Liver cell damage could not be demonstrated during 
or after an episode of jaundice by a repeated battery of 
laboratory tests. Jaundice or deterioration of liver func- 
tion did not develop in patients who showed pre- 
existing liver damage. Not a single case of jaundice was 
noted among 500 alcoholics treated with chlorproma- 
zine. Reinstitution of chlorpromazine therapy usually 
did not reproduce jaundice. Icterus gradually subsided 
even when chlorpromazine was continued. An absolute 
lack of correlation was found between dosage or length 
of administration and the incidence of jaundice. Fi- 
nally, toxicity experiments in various animals failed to 
produce jaundice or any hepatocellular damage. 

Why then do some patients develop an obstructive 
type of jaundice during chlorpromazine administra- 
tion? The answer is a matter of speculation. Idiosyn- 
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crasy or allergy to the drug has been suggested by 


many investigators. This is based on the presence of 
eosinophils in the histologic preparations, eosino- 
philia in the peripheral blood smear, allergic back- 
ground and simultaneous skin rash seen in some cases. 
It has also been postulated that chlorpromazine may 
increase the viscosity of the bile, resulting in plugging 
of the biliary canaliculi. The jaundice of chlorproma- 
zine closely resembles jaundice from methyltestos- 
terone, arsphenamine, thiouracil, and sulfonamides, 
described by the term “cholangiolitic hepatitis.” 

How should our present knowledge concerning 
chlorpromazine jaundice influence chlorpromazine ad- 
ministration? Until more light is thrown on the mech- 
anism and significance of this complication, it is advis- 
able to be overcautious and withhold this drug from 
patients who have significant liver damage. Medication 
should be discontinued when jaundice appears. 

Patients without a history or clinical evidence sug- 
gesting liver impairment and who require only a short 
course (a week or less) of chlorpromazine administra- 
tion may be given the drug without any preliminary 
laboratory investigation. Patients who need prolonged 
therapy should have a cephalin-cholesterol flocculation 
test as a screening measure for parenchymal liver dam- 
age. If this test is positive, the patient should be inves- 
tigated for more definite evidence of liver impairment. 
A routine, periodic inspection of the patient’s sclerae 
during treatment will be satisfactory for early detection 
of jaundice. If doubt exists, a simple urine test for bile 
will give adequate information. (The Huppert-Naka- 
yama test should be used since other methods may 
give false positive reactions during chlorpromazine ad- 
ministration.) 

When a patient on chlorpromazine therapy develops 
gastrointestinal symptoms, fever or anorexia, he should 
be closely watched for possible appearance of jaundice. 


AGRANULOCYTOSIS AND OTHER HemaToLtocic CompPti- 
CATIONS 


The incidence of agranulocytosis is probably very 
low. During the recent Veterans Administration Con- 
ference on Chlorpromazine and Reserpine, only a single 
case of leukopenia was mentioned by the 21 participa- 
ting psychiatric hospitals. In a recent review of the 
problem a total of 47 known cases of agranulocytosis 
coincidental with chlorpromazine administration were 
collected. The report emphasized that in many in- 
stances, other drugs had also been given. Considering 
that approximately four million people in the United 
States have received chlorpromazine since 1954, the 
incidence of agranulocytosis has been calculated as 
low as between 0.001 and 0.002 per cent. In many 
cases, bone marrow studies revealed depression of 


GP May 1957 


other cellular elements besides the granulocytes. There 
were 17 fatalities among the 47 patients. 

Except for a recent report of a male patient with this 
complication, all known cases of agranulocytosis oc- 
curred in middle-aged and elderly women, around the 
sixth to eighth week of chlorpromazine administration, 
unrelated to the dosage used. The symptoms consisted 
of chills, fever, weakness, sore throat with mucosal 
ulcerations, and eventually ulcers of the skin over pres- 
sure areas. Patients who were treated with antibiotics 
and ACTH or adrenocortical steriods usually recov- 
ered. 

Early diagnosis of agranulocytosis is important for 
the successful treatment of this dreaded complication. 
In mentally competent patients, one can depend on 
the patient to report immediately any unusual symp- 
toms to the physician, particularly chills, fever, sore 
throat or fatigue. Psychotic patients require routine 
white cell counts at least once a week during the first 
ten weeks of chlorpromazine therapy, when agranulo- 
cytosis is most likely to occur. 

Mild depression of the granulocytic series is not in- 
frequently seen during chlorpromazine therapy. The 
white cell count usually returns to normal without in- 
terruption of drug administration. Therefore, a mild 
leukopenia is not an indication for chlorpromazine 
withdrawal, but for closer observation of the patient. 

It should also be pointed out that mild granulocy- 
topenia has been found about three hours following 
intramuscular injection of the drug, with the white cell 
count returning to normal within 12 hours. 

Other hematologic changes seen in some of the pa- 
tients receiving chlorpromazine are: (a) a transient 
leukocytosis reaching maximal degree around the third 
or fourth week, followed by a gradual return to normal; 
(b) eosinophilia, and (c) a transient increase in the 
erythrocyte sedimentation rate. Knowledge of these 
changes will prevent misinterpretation of laboratory 
data in the event of intercurrent diseases in patients 
receiving chlorpromazine. 

Hemorrhagic tendency was also noted in a small group 
of patients. Some had epistaxis, conjunctival hemor- 
rhages, others bleeding from the gums or uterus. In all 
instances, the blood coagulation mechanism was nor- 
mal and the bleeding tendency disappeared without 
interruption of chlorpromazine therapy. A case of non- 
thrombocytopenic purpura with a strongly positive 
capillary fragility test has also been reported. 


Skin ErvupTIoNs 


The incidence of chlorpromazine dermatoses varied 
from 0.6 to 18 per cent in the different reports. 

Generally, two types of lesions have been observed, 
allergic and those produced by photosensitization. They 
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are usually introduced and accompanied by pruritus. 
Itching has also occurred without any other skin mani- 
festations. Dermatitis, urticaria and localized edema of 
the face and extremities are the most common skin re- 
actions. Dermatitis is either generalized, scarlatiniform 
or morbilliform. It may be limited to the exposed parts, 
imitating severe sunburn. While generalized dermatitis 
has also been more frequently seen in the summer, 
localized dermatitis has developed solely under the ef- 
fect of sunlight. Other skin eruptions seen are macu- 
lopapular or papular rash, angioneurotic edema, eryth- 
ema multiforme, and purpura. In rare instances, a lo- 
calized nodular eruption on the phalanges has been 
observed, or acneform rash, with painful lesions on the 
gums and palate. Generalized exfoliative dermatitis has 
been rarely reported. 

Contact dermatitis among nurses and pharmacists 
handling the drug is not infrequent. Itching, swelling 
and erythema develop, usually affecting the hands, face 
(mainly the eyelids) and neck. These may occur upon 
the slighest exposure to the drug. 

Skin lesions are unrelated to dosage and usually ap- 
pear around the second to sixth week of medication. 

Interestingly enough, when chlorpromazine admin- 
istration is continued in mild allergic type of reactions, 
the rash spontaneously disappears. Reinstitution of 
chlorpromazine does not produce recurrence of skin 
lesions. 

The treatment of mild allergic dermatoses is symp- 
tomatic and consists of administration of an antihis- 
taminic for control of itching. In severe cases, chlor- 
promazine should be temporarily discontinued. If the 
severity of the lesions indicates, a short course of 
treatment with ACTH or adrenocortical steroid should 
be instituted. In cases of contact dermatitis, avoidance 
of contact with the drug is the only effective therapy. 

The mechanism of photosensitization awaits clarifi- 
cation. Treatment of this complication consists of care- 
ful protection from exposure to ultraviolet rays. 


CARDIOVASCULAR COMPLICATIONS 


Hypotension is one of the earliest known side effects 
of chlorpromazine therapy. This occurs more often 
after intramuscular than oral administration, in pa- 
tients receiving large doses and in elderly or arterio- 
sclerotic subjects. It is more severe in an upright posi- 
tion or following a sudden change to the upright posi- 
tion. The drop in blood pressure is usually greater in 
hypertensive than normotensive patients. 

The hypotensive effect of chlorpromazine is well 
tolerated by most patients, and fainting is uncommon. 
The blood pressure gradually returns to normal upon 
continuation of therapy. If chlorpromazine is discon- 
tinued, resumption of treatment may not result in re- 


currence of hypotension. However, severe and lasting 
hypotension may occasionally produce cardiovascular 
collapse, particularly in patients with underlying cardio- 
vascular disease. It may precipitate coronary or cerebro- 
vascular insufficiency in persons who have impaired cir- 
culation in these two arterial systems. Therefore, it is 
advisable to take the blood pressure in the erect position 
frequently during the early phase of chlorpromazine ad- 
ministration. If treatment is initiated by the parenteral 
route, blood pressure should be checked one and two 
hours after the first and second injections and when- 
ever the parenteral dose is increased. 

Patients who react to each intramuscular injection 
of chlorpromazine with a severe drop in blood pressure 
should stay in a recumbent position for two hours fol- 
lowing injections. It is more practical, however, to 
change to oral administration as soon as possible. In 
case of severe and persistent hypotension, the dosage 
of chlorpromazine should be reduced or medication 
completely withdrawn depending on the need for 
chlorpromazine therapy. If strong indications exist for 
continuation of treatment, the patient may be placed 
at bedrest. In order to raise the blood pressure, it is 
sometimes effective to apply elastic bandages to the 
legs while the patient is in an upright position. In an 
emergency, Trendelenburg position, oxygen and pres- 
sor agents will help to terminate severe hypotension. 
Administration of intravenous fluids and tight band- 
aging of the lower extremities are additional therapeu- 
tic measures. Epinephrine should never be used for 
the purpose of counteracting chlorpromazine hypo- 
tension. 

Tachycardia, a common side effect of chlorpromazine 
therapy, is probably a manifestation of parasympa- 
thetic or a compensatory reaction to hypotension. 
Some patients complain of palpitation while others 
have no discomfort. Marked tachycardia may become a 
serious complication in individuals with heart disease. 
In a case of mitral stenosis, tachycardia and death fol- 
lowed the use of chlorpromazine. Fatality from severe 
tachycardia was also reported in another patient. 

A peculiar pallor frequently accompanies chlorpro- 
mazine therapy. Jrregular pulse and precordial distress 
have also been recorded as side effects. As mentioned 
before, cardiovascular collapse has occurred in severe 
and lasting hypotension. 


FEVER 


Another not uncommon complication of chlorpro- 
mazine therapy is transient pyrexia. Its incidence is 
unrelated to dosage and method of administration, if 
one discounts the possibility that local tissue reactions 
to the irritating effect of intramuscular injection may 
also cause temperature elevation. 
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The onset of fever is usually around the beginning 
‘of the second week of medication and pyrexia rarely 
lasts longer than 24 to 48 hours. The height of fever 
ranges from low to moderate degree, in an occasional 
case reaching 105°F. Chills are not observed, and the 
patients affected show no unusual discomfort. 

Fever usually disappears in spite of continued medi- 
cation. Therefore, pyrexia does not call for suspension 
of chlorpromazine therapy. If the drug is withdrawn, 
reinstitution of treatment is not followed by recurrence 
of fever. 


GASTROINTESTINAL COMPLICATIONS 


Several symptoms related to the alimentary tract have 
been recorded. Dryness of the mouth is the one most 
commonly encountered, although some patients may 
have increased salivation. Patients may complain of a 
bitter or metallic taste, a burning sensation in the mouth 
and esophagus, nausea and vomiting, abdominal cramps, 
constipation or diarrhea. The appetite is increased in 
the majority of patients but some may develop anorexia. 


ResprraTORY TRACT COMPLICATIONS 


The respiratory tract symptoms include nasal con- 
gestion, which can be diminished by administration of 
topical vasoconstrictors or oral antihistaminics. Suscep- 
tibility to upper respiratory infections is probably due 
to dryness of the mucous membranes. There were pa- 


tients who showed rapid respiration, others developed 
asthma attacks. 


PsyCHIATRIC COMPLICATIONS 


Weakness, drowsiness, listlessness and somnolence 
have been frequently observed in patients taking chlor- 
promazine. Others have complained of insomnia or in- 
tensive dreaming. There were patients who developed 
depression which usually disappeared after the drug 
was discontinued. In a few cases, electroshock therapy 
was necessary to terminate the depression. An occa- 
sional patient complained of inhibition of drive, feelings 
of shakiness, depersonalization, tension and restless- 
ness. Large-dose regimens have produced delirium and 
toxic confusional state. The latter caused the death of 
one patient and is considered a serious complication 
calling for immediate withdrawal of the drug. 


Nevuro.ocic CoMPLICATIONS 


Neurologic complications include dizziness, ataxia, 
lack of coordination of movements, slurred speech, 
drooping of eyelids, blurring of vision, myosis, Horner’s 
syndrome, Parkinsonism and epileptic fits. The last 
two deserve a brief discussion. 

Parkinsonism is one of the puzzling complications of 
chlorpromazine therapy, since this drug is also known 
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for effectiveness against some extrapyramidal syn- 
dromes. Furthermore, several observers have noted a 
parallel between the appearance of Parkinsonism and 
clinical improvement. 

The incidence of this complication has been reported 
to vary from 2 to 20 per cent, depending upon the dosage 
and length of medication. Parkinsonism has also been 
seen in children receiving chlorpromazine. 

The time of onset of Parkinsonism depends largely 
on the dosage and probably, on individual sensitivity to 
chlorpromazine. One patient developed the symptoms 
of paralysis agitans within 24 hours after an initial dose 
of 20 mg. The manifestations of this complication may 
vary from a mask-like facies and some muscle rigidity to 
a full-blown picture of classical paralysis agitans. 

Reduction of dosage usually eliminates or greatly 
diminishes the symptoms in a few days. Complete 
withdrawal of the drug is hardly ever necessary. If 
reduction of dosage decreases the effectiveness of 
treatment, one has to weigh the need for chlorproma- 
zine therapy against the discomfort of Parkinsonism. 
Fortunately, anti-Parkinsonism agents may be used 
with beneficial effect. 

Grand mal seizures from chlorpromazine have been 
seen in epileptic patients who had had no seizures for 
years. Seizures have also been reported in patients who 
had had leukotomy, patients with chronic brain syn- 
dromes, alcoholics, and finally, in schizophrenics who 
had never had fits before treatment with chlorproma- 
zine. The seizures stopped when chlorpromazine was 
discontinued, except for one reported case in which the 
seizures continued after cessation of medication. On 
the other hand, there were patients who were able to 
continue taking chlorpromazine without a recurrence 
of fits. Electroencephalographic studies gave no consis- 
tent results. One investigator found no change in the 
recordings following parenteral administration of a 
single 50-mg. dose of chlorpromazine to patients who 
had chlorpromazine-induced epilepsy. Another author 
who used the same method in a group of epileptic pa- 
tients, found the epileptic pattern greatly accentuated. 

Fortunately, grand mal seizures are rare, and oc- 
currence probably depends on the individual tendency 
toward epilepsy. Convulsions were produced in about 
2 per cent of 150 psychotic epileptics treated by 
chlorpromazine. The mechanism of this complication 
is not known and the occurrence is unrelated to 
dosage or to mode or length of drug administration. 
Epileptic seizures contraindicate continuation of chlor- 
promazine therapy. 


ENDOCRINOLOGIC COMPLICATIONS 


Observations have been made suggesting an effect of 
chlorpromazine on the endocrine system. The majority 
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of female patients receiving chlorpromazine secrete 
colostrum or lactate. This effect may subside as treat- 
ment is continued. The breasts may or may not be en- 
gorged. Some women experience menstrual irregulari- 
ties. There are patients who develop an increase in 
sexual desire, while others complain of decreased libido. 
Some investigators found lowering of the basal meta- 
bolic rate, hypothermia and a feeling of cold. Patients 
may gain substantial amounts of weight, beyond all 
proportion to increased appetite and food intake. 
Diabetics receiving chlorpromazine require larger 
amounts of insulin, while nondiabetic schizophrenics 
have become more sensitive in their response to insulin. 


MISCELLANEOUS COMPLICATIONS 


There are a few additional symptoms ascribed to 
chlorpromazine therapy, such as polydypsia, polyuria, 
oliguria, myalgia and arthralgia. One observer noted a 
“grippe-like” syndrome which consisted of malaise, 
fever, aching muscles and joints, and nasal stuffiness, 
lasting only for a day or two. One of our patients devel- 
oped porphyrinuria during chlorpromazine administra- 
tion. One investigator reported a slight decrease in the 
albumin fraction and a more pronounced increase in 
the beta-globulin fraction of the serum proteins. 

Although not strictly within the subject matter of this 
paper, it is worthy of mention here that chlorpromazine 
has a potentiating effect on sedatives, analgesics and 
anesthetics. This calls for caution in dosage when ad- 
ministering these agents to patients on chlorpromazine 
therapy. The risk of the combination of chlorpromazine 
with electroshock therapy is still a matter of controversy. 
Some clinicians consider it safe, others, hazardous. 
Fatalities have been reported. A warning has been 
sounded against the use of packs on patients receiving 
chlorpromazine because of the increased risk of circula- 
tory collapse. 


Conclusions Concerning Chlorpromazine Complica- 
tions 


At the very beginning of the chlorpromazine era, the 
early reports of complications had a threefold effect on 
chlorpromazine administration. First, patients were 
submitted to a battery of laboratory tests before initia- 
tion of drug therapy. Second, during the course of 
treatment, pulse, respiration, temperature and blood 
pressure were determined daily or twice a day and the 
laboratory tests repeated weekly or more often. Third, 
chlorpromazine was often withdrawn because of com- 
plications. This routine constituted a tremendous strain 
on the notoriously understaffed psychiatric hospitals 
and interfered with successful administration of chlor- 
promazine therapy. In office practice, even a less rigid 


90 


routine meant a serious financial burden on the pati: nt 
and met with various technical difficulties. 

Fortunately, we have now learned enough concerning 
the nature of chlorpromazine complications to conclude 
that: (1) only minimal laboratory work is necessary in 
connection with chlorpromazine therapy ; (2) significant 
liver impairment appears to be the only contraindica- 
tion to chlorpromazine therapy, and (3) discontinua- 
tion of treatment because of complications is rarely 
necessary. 

Today, it is considered unnecessary to perform any 
laboratory tests on patients who receive chlorpromazine 
for only a short period of time (a week or less). If pro- 
longed therapy is contemplated, it is sufficient to do a 
white blood cell count and cephalin flocculation test 
prior to chlorpromazine administration and to follow 
with weekly white blood cell counts during the first ten 
weeks of drug therapy. Blood pressure and pulse rate 
should be recorded twice a week during the same period. 

The rest of the tests should be replaced by a simpler 
but similarly effective measure, namely, close observa- 
tion of the patient. Nursing personnel, members of the 
family, and, if possible, the patient himself, should be 
instructed to report any new symptoms or signs that 
emerge while he is receiving chlorpromazine. This 
method will accurately indicate soon enough any com- 
plications of chlorpromazine therapy. 


Complications of Reserpine Therapy 


Reserpine, the principal alkaloid of Rauwolfia ser- 
pentina, has gained widespread use since it has proven 
its therapeutic value .n hypertension and in various 
neuropsychiatric disorders. As with chlorpromazine, a 
long list of symptoms and signs have been observed 
during reserpine administration and, therefore, re- 
corded as complications of this drug therapy. As 
stated before, such an association may occasionally be 
erroneous, since various “side effects” have also been 
observed during administration of placebos. Neverthe- 
less, the intention of this essay is to discuss all unusual 
manifestations reported as complications of reserpine 
therapy and let time prove or disprove the validity of 
the charges. 


GASTROINTESTINAL COMPLICATIONS 


Most of the gastrointestinal complications of reserpine 
therapy can be explained by the effect of this drug on 
the balance of the autonomic nervous system. Through 
its influence on the hypothalamus, reserpine suppresses 
sympathetic tone, resulting in a parasympathetic pre- 
ponderance. 

Animal and human experiments have shown that 
reserpine increases gastric secretion (both total and free 
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acid) and gastrointestinal motility. Patients receiving 
reserpine may therefore complain of salivation (less 
frequently of dryness of the mouth), nausea, vomiting, 
abdominal cramps, increased frequency of bowel move- 
ments or diarrhea. Mucous colitis has been observed 
inan exceptional case. The appetite is usually increased, 
but some patients develop anorexia. 

The relationship of reserpine to peptic ulceration de- 
serves special emphasis. The stimulation of gastric mo- 
tility and acid secretion by reserpine should have a 
deleterious effect on ulcer patients. As one would ex- 
pect, reactivation of ulcer symptoms, hemorrhage and 
perforation have been observed. Development of peptic 
ulcer in nonulcer patients on reserpine therapy has also 


been reported. 


CARDIOVASCULAR COMPLICATIONS 


Lowering of the blood pressure and slowing of the 
pulse are the two prominent pharmacologic effects of 
reserpine on the cardiovascular system. Consequently, 
this alkaloid has become one of the most valuable drugs 
in treatment of hypertension. 

An excessive fall in blood pressure may complicate 
reserpine administration to nonhypertensive patients. 
Hypotension is usually aggravated in an erect position 
or on a sudden change to an upright position. While 
subjective symptoms are rare, an occasional patient may 
complain of dizziness, weakness and fatigue. In a few in- 
stances, syncopal attacks, even cardiovascular collapse, 
have been observed. Reduction of dosage and the appli- 
cation of elastic bandages to the legs may diminish 
postural hypotension. The management of emergencies 
is similar to that recommended for chlorpromazine. 

Other cardiovascular complications have rarely been 
observed. Fluid retention was seen in a small group of 
hypertensive patients, sometimes severe enough to 
cause congestive failure. A few patients have complained 
of precordial pain, others have developed premature 
ventricular contractions. In one patient, a transient 
prolongation of the auriculoventricular conduction 
time was reported. 

Attention has been called to the dangers of combin- 
ing reserpine with electroshock therapy. In a group of 
63 patients who received this combined treatment, one 
died and five had severe reactions. Two patients suffered 
a fall in blood pressure to shock level, which persisted 
for several hours, and in the three other patients, vital 
signs were absent for several minutes. In the opinion of 
the authors of that report, a minimum of seven days 
should elapse between the last dose of reserpine and 
initiation of electroshock therapy. 

Attention has also been called to the risk involved 
when packs are used in combination with reserpine 
therany because of the danger of vascular collapse. 
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DERMATOLOGIC COMPLICATIONS 


Generalized flushing of the skin and mucous mem- 
branes is commonly observed as an effect of reserpine 
on the autonomic nervous system. Other skin reactions 
have been infrequently seen. Edema of the face and feet, 
angioneurotic edema, widespread eczematous derma- 
titis, itching erythemas of the palms and soles have been 
reported in a few patients. 


PsyCHIATRIC COMPLICATIONS 


Intensive dreaming and nightmares are commonly 
experienced by patients on reserpine therapy. Other 
effects frequently seen are drowsiness, listlessness, 
somnolence or insomnia. These reactions usually occur 
at the beginning of treatment or following an increase 
in dosage, and may disappear with continuation of re- 
serpine administration. 

Psychiatric complications of a more serious nature 
have been frequently encountered. They occur most 
often in patients who receive reserpine for treatment of 
hypertension. Some of these patients develop nervous- 
ness, anxiety, apprehension and agitation, while others 
acquire varying degrees of depression. Sometimes the 
agitated state precedes the state of depression, or ex- 
citement and depression are present simultaneously. 
This state of agitation should be distinguished from the 
so-called “turbulent period.” The latter occurs in 
psychotics, from three to ten days following the start of 
reserpine therapy, and is characterized by restlessness, 
tension, anxiety, aggravation of previously disturbed 
behavior, delusions and hallucinations. In contrast to 
the agitated state of reserpine-treated hypertensives, 
this “turbulent period” passes in from a few days to 
three weeks, as treatment is continued. 

Severity of depression varies from loss of ambition 
and interest, unhappiness, crying spells and lethargy, 
to complete withdrawal from the environment, self- 
depreciation, self-accusation, suicidal tendencies or 
even attempted suicide. Occasionally, paranoid ideas, 
aggressive or even homicidal impulses are manifested. 
Upon withdrawal of the drug, these agitated or de- 
pressive states usually clear in a few weeks. However, 
in some cases they last for months, requiring prolonged 
psychiatric care and electroshock therapy. 

While the mechanism of psychiatric complications 
remains unknown, a more thorough investigation of 
these patients revealed that a great proportion had had 
previous depressive or psychotic episodes, or showed 
emotional or mental instability. It was also found that 
most of these patients received reserpine in larger doses 
than the usual amount (1 mg. a day or less) recom- 
mended for treatment of hypertension. The length of 
reserpine administration before onset of psychiatric 
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complications varied from two to six months. There 
were, however, exceptional observations. For example, 
an elderly patient who received 1 ‘mg. of reserpine 
daily, became excited, irritable, depressed, and at times 
confused on the second day of therapy. In another pa- 
tient, severe depression did not appear sooner than one 
year after the institution of treatment. Depression has 
been observed on a daily dose as small as 0.25 mg. 

The reported incidence of psychiatric complications 
ranges from 5 to 40 per cent. This wide variation may 
be explained by the small size of the groups studied and 
possible differences in the composition of the groups in 
regard to mental stability and the dosage used. 

While there is no known method by which to prevent 
psychiatric complications, their incidence may be kept 
low by the discriminate use of reserpine, avoiding this 
drug in hypertensive patients who have had past depres- 
sive or psychotic episodes, application of the minimal 
effective dose and discontinuation of medication at the 
earliest sign of excitement or depression. 

Acute toxic psychosis, manifested by confusion and 
delirium, has also been reported from reserpine therapy. 
While large doses were not required to provoke such 
episodes in hypertensives, mental confusion in schizo- 
phrenics was usually a toxic effect from overdosage. 


NEvuROLOGIC COMPLICATIONS 


Several neurologic side effects have been observed 
during reserpine therapy, such as ptosis, myosis, blur- 
ring of vision, paresthesias and twitching of the extrem- 
ities. A case of acute choreo-athetosis during reserpine 
therapy has been reported. The two significant neuro- 
logic complications encountered are Parkinsonism 
and grand mal seizures. 

The incidence of Parkinsonism from reserpine 
therapy depends largely on the dosage. In one group 
of patients, this occurred in almost 50 per cent of the 
cases when reserpine was given in the amount of 60 
mg. to 80 mg. daily. Parkinsonism developed rarely, 
if ever, on the dosage used for hypertension. The 
length of reserpine administration preceding the onset 
of symptoms varied from two weeks to three months 
with an exceptional case occurring outside this range. 

The earliest manifestations of Parkinsonism are a 
mask-like facies and cogwheel rigidity. This may grad- 
ually develop into a full-blown picture of paralysis 
agitans, including the pill-rolling tremor. Again, the 
severity of signs roughly depends upon the level of the 
total daily dose of reserpine. Consequently, reduction 
of dosage will diminish or entirely abolish this com- 
plication. 

In general, Parkinsonism is not a contraindication 
to treatment of psychotic states with adequate doses 
of reserpine. The symptoms are well tolerated by most 
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patients and antiparkinsonian drugs may reduce t/ieir 
severity. If, however, the desired therapeutic effect of 
the psychosis has been reached, the dosage of reserpine 
may be reduced. In the experience of some observers, 
Parkinsonism did not recur when reserpine was dis- 
continued and later reinstituted. 

Grand mal convulsive seizures have also been observed 
during reserpine therapy. The seizures occurred in 
persons who had never had fits before, including to- 
pectomy patients. Idiopathic and post-lobotomy epi- 
leptics had more frequent seizures after introduction 
than before reserpine therapy. Interestingly, increased 
incidence of convulsive seizures was only observed 
during the first six weeks of reserpine therapy, even 
though this medication was continued. Electroenceph- 
alograms in a few patients showed either a normal or 
an epileptic pattern. 


MISCELLANEOUS COMPLICATIONS 


Nasal stuffiness is probably the most common side 
effect of reserpine administration. This usually disap- 
pears as reserpine therapy is continued. Until then, if 
bothersome, antihistaminics and topical vasoconstric- 
tors may be used with beneficial effect. Other complica- 
tions of the respiratory tract are the production or 
exacerbation of vasomotor rhinitis and bronchial asthma. 

Fatigue, weakness and dizziness are other common 
complaints of patients receiving reserpine. In addition, 
there is a long list of symptoms that are seen less fre- 
quently. These are a chilling sensation, tremulousness, 
tinnitus, headaches, polydypsia, polyuria and muscular 
aching or cramps. Uterine contractions have been ob- 
served following parenteral administration of reserpine. 
Therefore, this drug should be used with caution dur- 
ing pregnancy. One group of investigators found re- 
serpine to have untoward effects on the newborn in- 
fants of mothers who had received the drug within two 
days prior to delivery. Several infants had a nasal dis- 
charge. Post-mortem microscopic examination of the 
lungs of two infants showed desquamated epithelial 
cells, erythrocytes and some protein material in the 
alveoli. Another investigator found a delay in blood 
coagulation during reserpine therapy. Epistaxis has 
also been encountered. 

Some effect on the endocrine system is suggested by 
the observation that many patients gain weight out of 
proportion to their increased appetite and food intake. 
Others have noticed decreased libido, impotence or 


gynecomastia. 


Conclusions Concerning Reserpine Complications 


From the considerable number of observations made, 
one may conclude that reserpine is relatively free of 
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significant toxicity. However, due to certain side effects, 
the clinician has to be careful in the selection of sub- 
jects for reserpine therapy, and some precaution is im- 
portant. 

Patients with active peptic ulcer or uncontrolled 
bronchial asthma should not be treated with reserpine. 
Ulcer patients and asthmatics who have been free of 
symptoms for a considerable length of time may be 
given reserpine if strongly indicated, but medication 
should be discontinued on recurrence of symptoms. 
Hypertensive patients should be questioned for past 
depressive or psychotic episodes before institution of 
reserpine therapy. In case of a positive history, reser- 
pine therapy should only be prescribed if absolutely 


indicated, and if a close watch can be kept on the 
patient. 

The blood pressure should be checked frequently 
during the early phase of reserpine treatment or fol- 
lowing any increase in dosage. Patients should be 
closely observed during reserpine therapy for signs of 
increased nervousness or depression. Either manifesta- 
tion in a hypertensive patient is an indication for with- 
drawal of the drug. 

Finally, great caution should be exercised in the com- 
bination of reserpine and electroshock therapy. 


An extensive bibliography accompanying this article is available 
upon request from the Editorial Office of GP. 


HOW TO EXPLAIN TO PATIENTS... 


About Parent-Child Relationship 


VERY OFTEN the anxious parents come to the office 
with little Johnnie who is suffering from intracta- 
ble bronchial asthma and perhaps other associated 
allergic diseases, such as eczema or hives. It soon 
becomes apparent in the interview that the Mother 
has been overprotecting Johnnie and has served 
admirably as a Smother rather than Mother, and 
that in fact the umbilical cord has never been sev- 
ered. This should require careful psychotherapeutic 
management. Unfortunately most of these patients 
cannot afford such therapy, and usually I find my- 
self in the position of having no available couch for 
such treatment and with a limited time at my dis- 
posal for such orientation. I have on occasion reached 
into my drawer and pulled out a ball of cotton fluff 
with a string attached and a small doll at the other 
end. Then after adequate explanation, I dramatically 
reached for a pair of scissors and went through the 
motions of cutting the string in the center. Usually 
the umbilical cord is severed in this way and in 
follow-up interviews, I find the parents have taken 
kindly to this analogy. 


Maurice S. SEGAL, M.D. 
Tufts University School of Medicine 
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Western Reserve University School of Medicine 
Cleveland, Ohio 


THE FIRST THOUSAND successful inoculations with the 
Z. and W. mass jet injector of the Salk poliomyelitis 
vaccine into infants, children and young adults has 
been completed as a part of the program initiated by 
the Cleveland Academy of Medicine in cooperation 
with the Cleveland City and Cuyahoga County Health 
Departments. These inoculations are continuing as the 
largest and most intensive program yet initiated in the 
United States toward the eradication of poliomyelitis 
in a single area through 100 per cent vaccination of all 
of the 300,000 babies, children and young adults in 
Metropolitan Cleveland. Meanwhile, arrangements 
have been made to compare the effects of this tech- 
nique in producing antibodies with the effects of the 
conventional injection of vaccine by needle. 

This project has been undertaken to compare jet 
injection with hypodermic needle injection on the 
basis of facility of injection, fear and pain evoked, 
accuracy and efficiency of injection, and the com- 
plications of leak-back, bleeding, hematoma and tissue 
reaction. 


Principles and Method 


Since 1936, continued engineering design, manu- 
facture and testing of three types of jet injector instru- 
ments have accomplished such improvements that a 
new era of parenteral therapy is at hand. The Hypo- 
spray, the Velo-dermic jet, and the multiple dose 
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When large numbers of people are to receive vaccine 
by injection, use of needles and syringes is costly and time-consuming. 
A jet injector proves to be an admirable substitute. 

It is efficient, economical and easy to use. 
Both physicians and patients are pleased. 


Mass Inoculation of the Salk Polio Vaccine 
with the Multiple Dose Jet Injector 


ROBERT A. HINGSON, M. D., HAMILTON S. DAVIS, M. D. 
RICHARD A. BLOOMFIELD, M.D. AND RICHARD F. BRAILEY, M.D. 


Press-O-Jet are all capable of providing a safe and 
readily acceptable means of injecting most drugs sub- 
cutaneously. 

The principle of jet injection is based upon the de- 
velopment of a high velocity jet projected through a 
micro orifice (0.003 to 0.005 inch) from a sterilized 
metallic ampul. The butt end of the ampul, covered by 
a specially designed rubber or plastic seal, is acted 
upon by a plunger that builds up enormous pressure 
within the ampul. The encapsulated liquid is delivered 
through the micro orifice at a velocity of 700 miles per 
hour. However, because of the minute size of the 
stream, only 11 grams of penetrating force is trans- 
mitted through a diameter that is one-thirtieth the size 
of a 22-gauge needle. 

Previous work has shown by fluoroscopic technique 
that more than 90 per cent of a 1-cc. jet injection trav- 
erses the skin, subcutaneous fat and muscle sheath to 
distribute itself in the muscle about 0.75 to 1 inch below 
the surface. In about 5 per cent of people, increased 
thickness of the skin decreases the depth of injection 
by about one-half but does not interfere with the 
efficiency of most drugs injected in present-day paren- 
teral therapy. To date, amounts of penicillin, strepto- 
mycin, sulfones, promin, insulin, typhoid vaccine, 
diphtheria toxoid and tetanus toxoid in the blood have 
been found to be comparable to amounts found with a 
needle injection technique. 


The multiple dose Press-O-Jet, developed by Ziherl, 
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Kish and Warren, produces the same results as those 
achieved by the Hypospray and the Velo-dermic single 
dose injectors. The Press-O-Jet has the added advan- 
tage that a large number of injections can be delivered 
as rapidly as every four to six seconds (Figure 1). This 
multiple dose injector uses a metallic stainless ampul 
of 1-cc. capacity, similar in design to that used by the 
single injection units. The disassembled parts of the 
multiple-dose injector are cleaned with distilled water 
or saline, are dried and are then placed in towel packs 
for steam pressure sterilization or in aluminum con- 
tainers for sterilization by boiling. 

The assembly after sterilization before mass inocu- 
lation is best performed with the aseptic technique 
with the operator using gloved hands. After steriliza- 
tion, only 15 minutes is required to ready the instru- 
ment for mass inoculations. 

In view of the fact that many municipalities are 
spending from $30,000 to $100,000 for syringes and 
needles alone, just for a poliomyelitis immunization 
program, the Press-O-Jet is not an expensive instru- 
ment. 


Advantages 


1. Since a needle is not used, the instrument cannot 
be contaminated by such blood-borne agents as the 
malaria parasite or the virus of serum hepatitis. Pre- 
liminary trials in which typhoid vaccine was adminis- 
tered by an instrument employing the jet injection 
principle suggested that the procedure was safe and 
satisfactory for immunizing against typhoid fever. 

2. Sterilization is not required between cases and 
there is no need to sharpen or replace needles. 

3. Jet injection is relatively safe. Intravenous injec- 
tion is extremely unlikely as determined by intentional 
aiming at a distended vein with epinephrine on the 
intact laboratory animal and as determined from many 
thousand injections revealing no pharmacologic evi- 
dence of intravenous injection. There is no needle to 
break. 

4. Because the ampul is not exposed to the operator 
or to the external environment, it is impossible to con- 
taminate the properly assembled instrument or the in- 
jected solutions. 

5. Pain is reduced. The jet is so fine that it strikes 
far fewer pain fibers than the finest needle. Trauma to 
the skin is thereby reduced to a minimum. More than 


equipment and injecting is greatly reduced. With the 
Press-O-Jet a team of two physicians have injected 200 
patients within a one-hour period. 


Disadvantages 


1. There is at least a 10 per cent incidence of bleed- 
ing, whether the injections be made with medication in 
solution or in suspension as particles. In this study of 
1,000 cases, 12 to 15 per cent of the patients had a 
tiny drop of blood appear at the site of puncture. 
Three per cent of the patients developed a fine trickle 
of blood unless the injected site was compressed with 
dry cotton or gauze. 


50 per cent of the first thousand patients injected with 
the polio vaccine reported the injections were painless. 
6. The fear of the needle is eliminated. Patients with 
apprehension concerning the needle injection welcome 
the change to the jet injector. 
7. lime is saved; the number of personnel preparing 


Figure 1. The Press-O-Jet high pressure injection unit is designed 
for the injection of certain fluid biologic materials by means of a 
high velocity jet which forces the substance through the shin under 
considerable pressure. It is specifically designed for repeated inocu- 
lations of vaccines. The apparatus consists of a pistol-shaped in- 
jector connected to a motor-driven hydraulic pump by means of 
flexible hose lines. 
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PRESS-O-JET STUDY—COMPOSITE ANALYSIS OF 1,797 CASES 


Univ. Hosp. Ped. Office Lomond 
Location Feb.9,13 March9 February March School 3/7 March13 March 16 Totals 


Deuivery or Druc 


- 69% or less or intracutaneous, 


B. Slight pain, less than needle. . . 
C. Pain equivalent to 20-Gneedle 1 15 26 192 14 43 4 5.6 2 08 

D. More pain than needle....... 0 0.0 AS 14 2 08 
_ E. Crying, or too young to evalu- 


B. Slight bleeding............. 


C. Prolonged bleeding... ....... 0 0.0 0 00 0 00 0 0.0 Os: 14 


Table 1. 


2. There is greater incidence of ecchymosis following _cle tremors will produce a superficial intradermal cut 


’ injection with the Press-O-Jet which shows up in 24 to _ or a zig-zag ecchymosis. 

- 36 hours because of the capillary damage within the 

j muscle. This complication is only temporary since some Result 

a of our test subjects have had thousands of triceps, bi- — 

4 ceps and femoris injections without significant muscle All of the first 1,000 patients injected with the Salk 

¥e damage. Because of the need for readjustment by the vaccine were coded for evaluation against a group of 
tissues which so suddenly receive the 1-cc. injection, simultaneously selected controls. Eight operators (two 
we recommend keeping the injector nozzle compressed —_ with previous experience and six who had never seen 
tightly against the injected site for two to four seconds the instrument before) were selected for the study. All 
after injecting. of the operators expressed a preference for the Press- 

3. An occasional patient will experience considerable | O-Jet method of injection from the point of view of 

momentary pain from the injection when a nerve fibril time, convenience and favorable patient response. 
is hit directly by the jet. The above table (Table 1) records the results ob- 


4. Movement by the patient or the operator or mus- _ served in 1,797 of the first 2,700 injections. 
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No. % No. No. % No. % No. No. %G No. % No. % 
A. 100%..................... 22 339 105 778 181 55.0 51 71.9 209 85.3 144 80.5 632 81.7 1344 74.8 
B. 95-00%................... @ G15 Il 82 112 341 17 239 20 82 18 100 69 89 287 15.9 
Il. Pawn 
A. No pain................... 10 15.6 31 23.0 172 523 43 60.6 159 65.0 30 16.7 365 47.2 810 45.1 
a 60 33.5 175 22.7 541 30.1 
- 47 263 130 168 224 125 
III. IMmepiatz ComPLicaTIons 
A. None 86 «(63.7 301 91.5 44 62.0 155 632 98 548 598 77.4 1318 73.4 
. Dn 26 40.0 49 363 28 85 27 38.0 90 368 80 44.7 165 21.4 465 25.8 
135 329 71 245 179 773 1797 
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Shifting Pleural Fluid 


SOL KATZ, M.D. 
Associate Editor, GP 


THE CLASSICAL roentgenographic appearance of fluid in 
the pleural space is familiar. The effusion produces a 
uniformly dense opacity that obliterates the costo- 
phrenic angle. The medial border is concave and the 
density is higher in the lateral or costal portion of the 
thorax than in the medial. 

Small accumulations of fluid may not be apparent in 
the usual upright posteroanterior roentgenogram, the 
eflusion being obscured in the posterior and anterior 
costophrenic sulci by the liver and diaphragm. It is 
necessary to alter the usual methods of roentgen diag- 
nosis to detect these small pleural effusions. 

Pleural transudates and most pleural exudates, es- 
pecially those of recent development, shift as the posi- 


tion of the patient is changed. By placing the patient = go. 4. srandard P-A film showing indefinite opacity at base of 
in a variety of positions for roentgenographic study, right lung. This could represent pneumonia, atelectasis, pleural ef- 
one can utilize this fact to detect small pleural effusions. fusion or other disease. 


It is also true in differentiating thickened pleura from 
fluid. 

Thus, when a small pleural effusion is suspected be- 
cause of clouding of the costophrenic sinus, a postero- 
anterior roentgenogram with the patient lying on the 
involved side (lateral decubitus position) will usually 
disclose a dense or hazy shadow occupying the inferior 
costal gutter which in this position is the most de- 
pendent portion of the thorax. 

The lateral decubitus position is also useful in the 
detection of pleural fluid that occupies bizarre posi- 
tions, assumes unusual contours, or simulates other 
structures in the thorax. Thus, infrapulmonary fluid 
collections may simulate an elevated diaphragm. Usual- 
ly, however, the fluid will gravitate to the side of the 
chest when the patient is lying in the lateral decubitus 
position. 

Fluid in the pleural space along the mediastinum 
(paramediastinal pleural effusion) appears as a band- 
shaped, wedge-shaped or triangular shadow parallel to 
the heart or vertebral column, and may resemble cardiac 
enlargement. Roentgenograms taken in both the right 
and left lateral decubitus positions will be helpful. Even 
in those cases in which the paramediastinal fluid does 
not settle in the inferior costal gutter, roentgenograms 
in these positions will disclose that the opacity is liquid on 2 with fm wale tu 


_ hot solid by revealing an altered contour of the — decubitus position. The shift of the opacity to the dependent side of 
ensity. the chest identifies the cause of the opacity as pleural effusion. 
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Methods of weight reduction attempt to lower the caloric intak: 


A) IAL) below the level expended for energy purposes. 
“AA They include reduction of total amount of food eaten, elimination 
((V PUSSY Yo 4 of many specific items from the diet or specific restriction 
Sf Va of carbohydrate or fat. Instead of asking the patient 
Sf > SS Le \ to deny himself at the table, an effective method is the enlistment 


x \A of the cook’s cooperation in preparing low fat food. 
aS "y Employing “‘low fat cookery” skillfully, the daily dietary intake 
T | of fat can be lowered to near 25 grams without any limit 


Department of Medicine, Duke University School of Medicine 
Durham, North Carolina 


A NUMBER OF FACTORS commonly lead to obesity: (1) 
family eating habits, (2) cooking habits, (3) change in 
caloric intake associated with marriage, (4) decrease 
in activity without change in eating habits and (5) in- 
creased intake of food to relieve the tension of daily 
living. 


Famity Hasirs or EATING 


The prestige and social value of food varies from 
family to family. If the mother is interested in cooking 
and the father is a large eater, both his satisfaction 
from food and his wife’s satisfaction in his enjoyment 
of her cooking are obvious, and the children early be- 
come hearty eaters. If mother and father are difficult to 
feed and uninterested in food, the children are fre- 
quently feeding problems. 


HicuH Foop 


In our culture we have gradually equated ‘good 
eating” with the service of “rich” foods. We judge a 
restaurant by the thickness of the cream served on our 
strawberries or cereals, by the number of pats of butter 
on our baked potato, by the richness of the salad 
dressings and by the flakiness of the pastry. Such 
“rich” foods are nearly always foods of high fat con- 
tent. As fat has twice as many calories per unit weight 
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to variety or amount of food eaten. 


Controlling Obesity with Low Fat Cookery 


EUGENE A. STEAD, JR., M.D. AND JAMES V. WARREN, M.D. 


as carbohydrate or protein, these standards mean a 
large number of calories in each mouthful. 


Tue Errect OF MARRIAGE 


Gain in weight after marriage is common in both 
men and women. The woman spends the greater part 
of her day at home and frequently nibbles. Preparation 
of food that her husband will eat enthusiastically is one 
of her satisfactions. Both husband and wife are apt to 
keep more regular hours and to eat more regularly. 
All of this adds up to a greater caloric intake and a 
gradual rise in weight. 


Errect OF LESSENED ACTIVITY 


The rising young executive gains some weight with 
his marriage but tends to stabilize his weight as long 
as he continues his accustomed athletic activities. Then 
comes his promotion to a vice presidency. His responsi- 
bilities increase and his time for recreation decreases. 
His existence becomes more sedentary and weight in- 
creases. His rise in weight is not the result of more 
eating; it is the result of less doing. 


RELIEF OF TENSION 


Eating is one of the more effective ways that we have 
of dealing with anxiety and tension. It is used by all of 
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us at times. This is one of the more common causes 
of obesity and one of the most difficult to deal with. 
Either we must find some other way of handling the 
tension, or the tension will become more severe when 
the amount of food eaten is reduced. 


Weight—Activity—Caloric Intake Relationships 


When a person is neither gaining nor losing weight, 
his caloric intake is balanced by his energy output. If 
he continues the same activities and increases his calor- 
ic intake he will gain in weight. A given increase in 
caloric intake will not, however, cause him to gain 
weight indefinitely. Carrying about the increased 
weight itself will require a greater expenditure of en- 
ergy for the same level of activity. Eventually caloric 
intake and energy expended will become equal and 
the weight will remain constant. If the caloric intake is 
now lowered to the original level, weight loss will occur 
until again energy expenditure and caloric intake come 
into balance. Then again weight will be stabilized. 

For any given level of activity, one expends more 
energy when he is obese than when he is thin. He 
consumes more oxygen per task; his metabolic machin- 
ery has to turn over faster each day to consume the 
added calories that have to be ingested if he is to re- 
main obese. 

In the patient with moderate obesity, the basal met- 
abolic rate is usually normal. This is a measurement of 
the heat production of the person at rest in bed after 
a fast of 12 hours. The heat normally produced is 
proportional to the surface area of the patient. If 
weight is gained, the rate of basal heat production 
rises but the surface area also increases. Therefore, the 
relationship between heat production and surface area 
remains at a normal level, and the basal heat produc- 
tion is that expected for the age, sex and surface area 
of the patient. In other words, the basal metabolic rate 
is normal. 

The finding of a normal basal metabolic rate does 
not mean that the person is expending an optimal 
amount of energy in the basal state. It merely means 
that the energy expenditure is within normal limits for 
a person of that degree of obesity. 

It is more helpful to consider the absolute amount of 
oxygen used when the patient is thin and when he is 
obese. A man 6 feet tall who weighs 170 pounds uses 
280 ml. of oxygen per minute in the basal state (in 
bed after a 12-hour fast). The same man at a weight of 
220 pounds uses 313 ml. of oxygen per minute. This 
represents an expenditure of 11 per cent of the oxygen 
used to maintain the fat state. This is, of course, the 
minimal wasted energy. During active work the fat 
man uses much more oxygen than if he were thin. 
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These comparisons are made with the same man at 
two different levels of weight because different persons 
of the same weight may spend greatly different amounts 
of energy in accomplishing the same task. 


Complications of Obesity 


These added energy requirements of the obese per- 
son are reflected in the fact that obese persons and 
obese animals have a lessened life expectancy. They 
are highlighted in patients with cardiovascular disease. 
When the heart fails as a pump, the patient becomes 
breathless and swollen. Reduction of weight may so 
relieve the burden on the heart that it is able to per- 
form normally, and the swelling and breathlessness dis- 
appear. Patients with coronary artery disease have pain 
in their chest from an area of local ischemia when the 
work of the heart is increased by activity. Weight re- 
duction may reduce the work of the heart so that a 
given task no longer causes it to perform work beyond 
the capacity of its blood vessels. Then, pain does not 
occur. 

The young person or the middle-aged person with 
obesity usually has no symptoms. Personal appearance 
may cause some concern, and the young matron is 
more worried about the measurements of her hips and 
waist than about her health. This group has the needed 
vigor to handle the extra load. Excess perspiration on 
hot days and a tendency to intertrigo may occur. 

When a person in this age group develops symp- 
toms, the obesity is usually not the cause. The symp- 
toms are from the stresses and strains of living, and 
the increased food intake makes life more livable. 
When such patients are reduced by a diet restricting 
their food intake, their symptoms become worse and 
they complain of fatigue and weakness. The symptoms 
do not result from lack of available food, for layers of 
fat are freely available. Symptomatology becomes more 
marked as the satisfactions of eating become less. The 
situation is more akin to the tooth that aches worse at 
night than to weakness from caloric lack. 

As the patient grows older, symptoms directly re- 
lated to obesity may appear. Symptoms from weight- 
bearing joints, dyspnea and fatigue occur. When organ 
disease develops, particularly in the cardiovascular and 
respiratory systems, obesity becomes very symptomatic, 
and appropriate reduction in weight results in clinical 
improvement. 

The average young or middle-aged obese person 
has to consider the advisability of maintaining normal 
weight in the same light that he considers the wisdom 
of purchasing health and life insurance. A man buys in- 
surance for the future rather than for the present. In- 
deed, when the annual premiums come due he feels 
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pain and discomfort but endures it for later gain. 
Similarly, a wise man controls his weight even though 
the control of the weight means some extra disciplin- 
ing of his appetite and some thought about his food 
habits. Again he takes trouble in the present for gain 
in the future. 


Weight Reduction 


The medical indications for weight control are life- 
long and, therefore, short intensive efforts are not 
helpful. Whatever is done must be done indefinitely. 
All methods of weight control have the same objective: 
the reduction of intake of calories below the level of 
expenditure of calories for energy purposes. This is 
accomplished by the decreased intake of protein, car- 
bohydrate and fat, or by decreasing the consumption of 
one or two of these foods without an equal caloric in- 
crease in the remainder. Whatever the method, the re- 
sult must be a reduced caloric intake. The following 
methods have been recommended. 

1. Reduction in Amount of Food Eaten. The patient is 
instructed to tighten his belt and give up the satisfac- 
tion of eating. He continues to eat the same food but 
takes in lesser amounts. This may work satisfactorily 
in those patients who have symptoms from their obes- 
ity and who feel much better as weight is lost. It is 
not satisfactory for the purposes of preventive medicine. 
Here the situation works in reverse. The patient be- 
comes symptomatic as the pleasures of the table are 
lost and not replaced. 

2. Elimination of Many Items from the Diet and In- 
surance that Those Items Eaten Are Low in Calories. This 
is the standard technique of the usual 1,200 to 1,500 
calorie reducing diets prescribed by dietitians. Expe- 
rience has shown that diets constructed in this way are 
monotonous. While suitable for help in treating sick 
patients, they have little use in the field of preventive 
medicine. 

3. Restriction of Diet to Foods that Contain Large 
Quantities of Protein and Fat and Have a High Satiety 
Value. This works quite well when the diet is closely 
followed. It leads to a monotonous diet because its 
success depends upon the monotony. High carbo- 
hydrate, low fat and low protein diets; high fat, low 
protein and low carbohydrate diets; high protein, low 
fat and low carbohydrate diets or various other com- 
binations are effective reducing diets if they succeed 
in reducing the daily intake of calories. 

4. Reduction of Caloric Intake by Decreasing the Fat 
Intake to 50 Grams a Day or Less. This method has the 
advantage of allowing the patient to maintain a large 
intake of food and to eat a wide variety of foods. In- 
stead of asking the patient to deny himself consistently 
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at the table, the cooperation of the cook is enlisted). 
The patient loses none of the social or pleasurable 
aspects of eating and is able to entertain his friends 
without calling attention to the fact that he is con- 
cerned about weight. The reduction in fat intake is 
achieved in two ways: (a) by teaching the cook how to 
prepare a wide variety of foods of low fat content and 
(b) by having the patient not eat foods containing large 
amounts of fat. 


The Low Fat Diet 


There is no magic in the weight control obtained by 
the use of a low-fat diet. One gram of fat supplies nine 
calories, one gram of protein supplies four, and one 
gram of carbohydrate supplies four. The average Amer- 
ican diet contains about 45 per cent of its calories in 
fat. Each gram of fat replaced by an equal quantity of 
carbohydrate or protein reduces the caloric content of 
the diet without changing the volume of the food 
ingested. Therefore, if the fat in the diet is largely re- 
placed by protein and carbohydrate, and the patient 
continues to eat his accustomed servings, he consumes 
less calories. If he continues his usual energy output, 
he will lose weight. 

A skilled cook may serve to her family food contain- 
ing not more than an average of 25 Gm. of fat per day. 
Guests staying with the family would not be aware of 
the fact that the fat content of the food was low. If 
they ate their accustomed quantities of food, they 
would automatically lose weight. If the fat intake is 
calculated by the week rather than by the day, much 
more flexibility and variety can be achieved than with 
a rigid limit of 25 Gm. in any one day. Reduce the fat 
intake on two days to 15 Gm. each; then, on the third 
day, 45 Gm. are available. 

The problems of obesity are well discussed in all of 
the standard textbooks of medicine. Most of them 
advise a low fat, moderately high protein diet as both 
a preventive and a therapeutic measure. The references 
given to the student all refer to the scientific aspects of 
the problem. None of them refer the doctor to a good 
cookbook that will teach his patients how to change 
their food habits and still allow them to enjoy their 
food. In Modern Concepts of Cardiovascular Disease, 
Ancel Keys recently wrote: ‘‘No one wants to live on 
mealie meal but reasonably low-fat diets can provide 
infinite variety and esthetic satisfaction to satisfy the 
most fastidious, if not the most gluttonous, among us. 
Cook books would need re-writing, perhaps, and culi- 
nary skill would be at a higher premium than now, but 
Italian and Chinese cuisines show what can be done 
without dependence on literally ‘living off the fat of 
the land’.” 
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Low Fat Cookbooks 


The housewife interested in cooking in a way that 
will control the weight of her family as they grow older 
and less active can learn low fat cookery by herself if 
she wishes. She will discover, however, that written in- 
formation in this field has been scanty and to assemble 
a useful amount of knowledge takes a large investment 
of time and energy. Gradually more material is be- 
coming available. We have found three books in this 
field useful in the practice of medicine. 

The Low Fat Diet Cookbook, by Dorothy Myers Hil- 
dreth and Eugene A. Hildreth, is published by Medical 
Research Press, Grosset & Dunlap, distributors, 1952. 
This book, written by a dietitian, contains helpful sug- 
gestions for cooking techniques and many useful 
recipes. It does not contain enough information about 
the fat content of various foods to allow the cook room 
for experimentation. More recipes would be needed to 
provide enough variety to feed a growing family. 

Gourmet Cookery for a Low-Fat Diet, by Elise Cavanna 
and James Welton, is published by Prentice-Hall, Inc., 
1956. This is a book for couples with time on their 
hands to devote to cooking. It is delightfully written 
and is of interest to anyone interested in food, low fat 
or otherwise. It is not highly useful in planning the 
meals of a family three times a day. 

Low Fat Cookery, by Evelyn S. Stead and Gloria K. 
Warren, published by McGraw-Hill, 1956, is written 
by a mother who feeds a family and by a former thera- 
peutic dietitian of Duke Hospital. It serves as a useful 
guide in the techniques of low fat cooking and in the 
art of low fat shopping. It gives enough information 
about the fat content of a wide variety of foods to allow 
the cook to modify her favorite recipes to fit into the 
scheme of low fat cookery. 

It is useful to consider the role of fats in cooking and 
to see to what extent they can be replaced by a skilled 
cook. Fats are used most often for their effect on texture. 
In surprisingly few cases is their primary function 
flavor. Where they are used primarily for flavor (as the 
butter on a baked potato or the bacon with the eggs) 
some frank substitute must be accepted. Where fat is 
used for its physical properties, the cook can make 
substitutions of which the diner will be unaware. For 
example, the function of the oil in the usual French 
dressing is simply to make the dressing adhere to the 
salad. It has no taste value. Oil can be replaced in a 
French dressing recipe by a mixture of pectin and 
water, and the “sticking” quality of the dressing will 
be unimpaired. In sour cream the taste comes predomi- 
nantly from the milk and not from the fat..The fat 
supplies the consistency and physical properties we 
att:'bute to sour cream. Low fat sour cream can be 


GP May 1957 


prepared from Slim Cheez (a low calorie cottage 
cheese), buttermilk, salt and citric acid. Both the taste 
and texture of the sour cream is preserved and the 
absence of fat goes unnoticed at the table. It is also 
possible to prepare a low-fat mayonnaise. Fat alters 
the physical characteristics of cookies and pie crust 
but has little effect on taste. Cookies and pie crust of 
low fat content can be prepared by the skilled cook. 
The fat content of a cherry pie can be reduced from 
93 to 8 Gm. 

The housewife who becomes fat conscious will find 
many things of help from the food processors. Among 
the new appetizers and hors d’oeuvres to be discovered 
are Tomolives (a tiny little tomato that looks like an olive 
—real olives are “‘fat”) and Pretzel Bitz (a round salty 
little cracker that can substitute for the forbidden pea- 
nuts). One can flavor his potatoes with cheese con- 
taining the usual high fat content, or he can buy a 
delicious herb-flavored Swiss cheese, Sap Sago, con- 
taining 1 per cent fat. One can buy the usual oil-pack 
tuna fish containing 21 per cent fat, or water-pack 
tuna containing 8 per cent, or a dietetic pack which 
is 0.8 per cent fat. 

These sample recipes from Low Fat Cookery show the 
possibilities of this cooking technique. 


_ Marinated Fish Fillets 
Six servings 
1% pounds fish fillets, frozen or fresh 
1 package Good Seasons Salad Dressing Mix (any 
flavor) 
2 tablespoons pectin (Sure-Jell) 
3 tablespoons lemon juice 


% cup water 
1 cup bread crumbs 


Make up Good Seasons Salad Dressing Mix as fol- 
lows: place contents of package in jar; add pectin, 
lemon juice and water and shake well. 

Place fish fillets in shallow Pyrex baking pan, and 
marinate in salad dressing for about 2 hours. Remove 
fish from marinade; sprinkle with bread crumbs; place 
in broiler and broil about 10 minutes until bread 
crumbs are well browned. When fish is partially cooked, 
it may be basted with the remaining marinade while in 
the broiler. 


Fat content of recipe: 


(This calculation is based on the use of haddock 
fillets. Use of other fish is acceptable, but the fat con- 
tent should then be recalculated.) 


HADDOCK FILLETS: 0.7 Gm. 


BREAD CRUMBS: 4.0Gm. . 
Total: 4.7 Gm. 
Fat content per serving: 0.8 Gm. 


Buttermilx Pancakes 
Yrevp: 12 pancakes 

1 egg 

1 cup buttermilk 

1 teaspoon soda 

% cup flour 

Y teaspoon salt 


Beat egg; stir soda into buttermilk and add toegg. __ 
Stir in flour and salt. Brown on lightly greased or 
seasoned griddle or skillc:. If pan is properly greased 
and heated, the amount of fat absorbed by the pan- 
cakes will be negligible. 

Fat content of recipe: 

EGG: 5.5 Gm. 
BUTTERMILK: 0.2 Gm. 
FLOUR: 0.8 Gm. 
Total: 6.5 Gm. 
Fat content per pancake: 0.5 Gm. 


Barbecued Chicken 
Four servings 
1. 2-pound fryer, cut up 
cup vinegar 
Y% cup catsup 
Dash tabasco 


1 cup water 


Place cut-up fryer in baking pan. Mix together vin- 
egar, catsup, tabasco, and water. Pour over chicken in 
baking dish. Bake at 350° about one hour. There will 
be a small amount of fat in the pan drippings which is ‘_ 
not readily removable. The quantity is so small that it 
need not be calculated in this recipe. 


Fat content of recipe: 
1 BREAST, RAW, WITH BONE OUT 
(8 OUNCEs) : 
1 LEG, RAW, WITH BONE OUT (5 OUNCES) : 


1.0 Gm. 
3.8 Gm. 


Pie Crust 
Yuetp: Two single or one double 9-1nch crust 
2 eggs 
Y% cup sugar 
Y teaspoon cream of tartar 
1% cups flour 
3 teaspoons baking powder 
Scant 4% teaspoon salt 


Beat together eggs, sugar and cream of tartar. Mix 
and sift flour, baking powder and salt. Stir dry 
ingredients into egg mixture. Roll on lightly floured 
board to %-inch thickness. The dough requires some 


~ Sweet Sour Tuna 

servings 

1 9-ounce can pineapple tidbits, drained 
Y cup pineapple sirup 

1 cup green pepper, cut in %-inch pieces 
1 5-ounce can water chestnuts, sliced 

2 tablespoons sugar 

1 tablespoon cornstarch 

1 teaspoon soy sauce 

1 tablespoon vinegar 

Y% cup chicken broth (or chicken bouillon) 
Y teaspeon salt 


Dash pepper 
1 64%-ounce can water-pack or dietetic tuna 


Cook pineapple in skillet for 5 minutes, (In a skillet 
- treated with ‘Pantastic” the pineapple will not stick. 
**Pantastic”’ is a liquid preparation which, if applie:! 
to cooking pans according to the manufacturer’s direc - 
tions, will greatly reduce the need for grease. It kee}, 
food from sticking.) Add pineapple sirup, green pe))- 
per and water chestnuts; cover and simmer ‘for 1() 
minutes. Combine sugar, cornstarch, soy sauce, vin- 
egar, chicken broth and seasonings; add to pineapple. 
Cook, stirring constantly until thickened. Add tuna. 
Heat through thoroughly. Serve over boiled rice. 


Fat content of recipe: 
PINEAPPLE? 0.4 Gm. 
WATER CHESTNUTS: 0.0 Gm. 
SOY SAUCE: 0.1 Gm, 
CHICKEN BOUILLON: 0.1 Gm, 
TUNA: 
WATER PACKED OR DRAINED SOLIDS: 16.3 Gm. 
DIETETIC PACK, CHICKEN OF THE 
SEA BRAND: 1.4 Gm. 


« Total: 16.9 or 2.0 Gm. (depending on the type of 
tuna used) 
Fat content per serving: 4.2 or 0.5 Gm. (depending on 
the type of tuna used) 
If served over rice, cook one cup raw rice. This will 
add the following fat content: 
to the total for the recipe: 0.6 Gm. 
to the serving: 0.2 Gm. 


pressure to roll, but is easily handled because it dues 
not crumble or tear. Bake at 350° to 375° uniil lightly 
browned. A shell will bake in 10 to 15 minutes. Time 
for filled pies will vary according to the filling, as in 
other pie crusts. 


Fat content of recipe: 

EcGs: 11.0 Gm. 

Ftour: 2.0 Gm. 

Total: 13.0 Gm. 
Fat content of one crust: 6.5 Gm. 
Fat content of double crust: 13.0 Gm. 
Fat content of one crust and strips: 9.8 Gm. 
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Four servings 

1 jar dried beef 

1 chicken bouillon cube 
Hot water 

2 tablespoons flour 

Salt and pepper 

1 cup liquefied nonfat milk 


Prepare white sauce: 
Dissolve a chicken bouillon cube in % cup ‘of hot 


Mincemeat Cookies 


approximately 50 cookies 
one-half package dry mincemeat (Borden’s None- 
such or A & P 9-ounce package) 


Legg 


cup sugar 

1% cups flour 

1% teaspoons baking powder 

Y% cup dry skimmed milk powder 


water. Blend in flour, salt and pepper to make a paste. 
_ Stir in nonfat milk. Cook, stirring constantly, until of 
_ desired thickness. Add dried beef and serve on toast. 


Fat content of recipe: 


DRIED BEFF (24% OUNCES) : 4.5 Gm, 


NONFAT MILK: 


FLOUR: 
i Total: 


toast per slice: 0.6-0.7 Gm. (depending upon type of 


bread used) 


A man who loses weight from a well-planned diet is 
likely to have trouble with his friends. They notice that 
he is becoming thinner and immediately assume that 
he is ill. Many serious illnesses are associated with 


3 tablespoons water 


Cut up mincemeat and blend in mixer with egg. Sift 
together and add to above sugar, flour, baking powder 
and dry milk powder. Add water. Bake at 350°. 


Fat content of recipe: 
MINCEMEAT: 0.8 Gm. 
5.5 Gm. 
1.7 Gm. 
0.3 Gm. 
8.3 Gm. 


0.2 Gm. 
negligible 
4.7 Gm. 


Fat content per serving, excluding toast: 1.2 Gm. 


weight loss, and therefore weight loss and illness are 
closely associated in our thinking. Decrease in weight 
from a voluntary restriction in calories has an entirely 
different meaning than weight loss from illness. 


The 
Missing 
Doctor 


A SPECIALIZATION in medicine has become so general that even the Connecticut Academy of 
General Practice in the healing arts has become concerned over the thinning ranks of general 
practitioners. Are we to arrive at a time when a sick man must discover for himself wha: ails 
him, so that he may determine which of many specialists he must turn to? Or must he just 
ignore the little ailments to which human flesh is heir, and endure as best he may because no 
common doctof is left to administer any ailment that is not complicated ? 

It would be unfair to raise a howl for all this against the medics. Ours is an age of speciali- 
zation in all things. Its complications have made it such. It was going strongly in that direction 
even before the atomic puzzle arrived on the scene to confound us with its intricacies. Trade 
unions are strong for specialization. A strike will be imminent on a building-construction job 
if a plumber undertakes to touch a pipe that the steamfitter registers in his classification of 
employment. Trouble arises if the steamfitter knocks a piece of wood out of his way with a 
hammer that the union figures should be used only by a carpenter. The job may be delayed 
while they wait for a carpenter—but wait they must. 

A ray of hopeful light comes over the horizon, however, as Clarence B. Randall, steel 
industrialist and special assistant to President Eisenhower, in an address at Harvard, tells the 
students that “locking one’s life too early within the barriers of specialty” is a risky business. 
Risky not only for the individual, but for the people among whom he would work. Most of us 
need general knowledge. And we may get it out of the do-it-yourself cult. The efficient 
Yankee, able to do everything, may yet return. Everything, that is, but doctoring.—Hartford 
(Conn.) Courant, Dec. 11, 1956. 
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Each year, members of a different 
well-known medical faculty prepare articles 
for this regular GP department. 

This is the eleventh of twelve 

from Baylor University. 


Practical Therapeutics 


Newer Anti-inflammatory Steroids: 


Mechanisms of Action and Therapeutic Applications 


CHARLES L. SPURR, M.D., G. W. CURD, JR., M.D.AND JOHN H. MOYER, M.D. 


Veterans Administration Hospital and the Departments of Medicine and Pharmacology 


Baylor University College of Medicine 
Houston, Texas 


A MAJOR THERAPEUTIC DEVELOPMENT has been the use of 
naturally occurring and synthetic adrenal cortical ster- 
oids for treating a variety of disorders. including those 
in which inflammation plays a significant role. In this 
discussion of the pharmacodynamics and therapeutic 
application of these agents, we will consider the 
following : 

1. The normal mechanisms of homeostasis control- 
ling adrenocortical activity. 

2. The site of origin of the corticosteroid hormones. 

3. The physiologic versus the pharmacologic effects 
of the corticosteroids with a discussion of the possible 
mechanisms existing at the tissue level, allowing for the 
intense anti-inflammatory effects. 

4. The toxic side reactions which so often become 
a major concern in attaining therapeutic results. 

5. The newer corticosteroid agents and the relative 
potency of each of the properties which they have man- 
ifested. 

6. Their therapeutic applications and the general 
recommendations which may be made for their use. 


Homeostasis 


The concept ofa homeostatic mechanism essential for 
normal adrenal function and the necessity of this in the 
general well-being of the individual has long been estab- 
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lished. In recent years, progressive emphasis has been 
placed on the role of the adrenal gland in the adaptation 
to stress. However, there is much controversy about dis- 
eases of adaptation, and considerable elucidation of this 
mechanism will be necessary before it can be broadly 
and specifically applied to clinical thinking. Indeed, it 
seems unlikely that deficiency of this adaptive response 
may play an etiologic role in those diseases for which 
corticosteroid therapy may be beneficial. It is more 
likely that these agents are used for their pharmacologic 
properties, much as are most chemotherapeutic agents, 
rather than as replacement therapy for a deficiency state. 

Nevertheless, it is reasonable to assume that injury, 
inflammation and disease are, or can be, forms of stress, 
evoking this adaptation response system. Hence, it is 
worthwhile to present briefly some of the current con- 
cepts of the mechanisms of action (Figure 1). The eluci- 
dation of these mechanisms is still incomplete and con- 
troversial. The older concept that ACTH production 
was stimulated or inhibited directly by alterations in 
the blood level of corticosteroids (chiefly hydrocorti- 
sone) left much to be explained, although this may still 
represent one of the mechanisms, as illustrated by the 
response to corticosteroids in the adrenal-genital syn- 
drome. More recently, there has been demonstrated a 
hypothalamic, neurohumoral substance capable of stim- 
ulating ACTH production. This has been substantiated 
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ADRENAL HOMEOSTASIS FEED BACK MECHANISMS 


| zona reticularis 

Mineral 

Gluco-corticoids 
Hydrocortisone 
Corticosterone 
Aldosterone 


Figure 1. Adrenal homeostasis feed back mechanisms. This schematic 
presentation demonstrates the interplay, balance and known factors 
thought to contribute to the homeostasis and the response to stress by 
the adrenal cortex. The zones of the adrenal cortex are schematically 
represented, 


by tissue culture techniques, by electrical stimulation of 
the hypothalamus, and by observations of the electrical 
activity of the hypothalamus to various types of stress. 

That the hypothalamus need not invariably be in- 
volved is demonstrated by the fact that hypophysecto- 
mized animals having anterior pituitary transplants to 
the anterior chamber of the eye will not respond to the 
stress of noise or of immobilization (mediated: higher 
centers—hypothalamus—anterior pituitary), but will 
respond to histamine, epinephrine and cold (suggesting 
circumventing the hypothalamus or direct action on the 
anterior pituitary). These observations afford a logical 
concept of the adaptation of the internal milieu to 
changes in both internal and external environment 
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mediated through chemical, physical, neurogenic iid 
psychogenic stimuli. 

Response to injury or inflammation is thought by 
some to be mediated through a tissue damage factor, 
possibly histamine. Others emphasize the importaice 
of the response to the psychogenic factors of injury. ‘Ihe 
balance of reactions in this system and the ability to re- 
spond to injury or stress are extremely important in the 
handling of reactions to disease. Recent work has em- 
phasized this by the demonstration of increased blood 
levels of ACTH during the acute phase of rheumatic 
fever. Plasma levels of 17-hydroxy-corticosteroids, 
however, are found to be decreased. This introduces 
the question of increased corticosteroid utilization in 
the peripheral tissues during stress resulting from dis- 
ease. This would seem more likely than the probability 
of the adrenal gland being defective in its response to 
ACTH. 


Natural and Synthetic Corticosteroid Products 


Corticosteroid hormones released from the gland 
have been carefully assayed by analysis of adrenal vein 
blood and by tracer studies carried out with isotopic 
carbon-labeled hormones and their precursors. Some 
concept of the metabolism of these agents and their 
relative importance to the body has been gained through 
these studies. 

Analyses of adrenal vein blood indicate that the pri- 
mary products are hydrocortisone, corticosterone and 
aldosterone. The relative proportions of these are, re- 
spectively, 80:20:<1. 

The metabolic waste products of the adrenocortical 
steroids are largely tetra-hydrocortisone and tetra- 
hydro-hydrocortisone (17-hydroxycorticoids) and 
those waste products from the androgen groups are ex- 
creted as 17-ketosteroids. In general, the excretion of 
the gland is evaluated by analysis of the 17-hydroxy- 
corticosteroids in blood and urine. This technique ac- 
tually measures only those agents with the carbon 20-21 
carbonyl configuration suchas is seen in hydrocortisone. 
The excretion of 17-ketosteroids in the urine is an indi- 
rect measure of the activity of the cortex and is con- 
tributed to largely by the androgenic materials. In the 
male, two-thirds to three-quarters of the 17-ketosteroids 
are of testicular origin. 

In Figure 1, the proposed anatomical relationships 
between corticosteroid production and the adrenal tis- 
sue is presented. Schematically, the zones of the adrenal 
cortex are defined. 

Aldosterone is thought to arise from the zona glome- 
rulosa. It is suspected that this zone is controlled inde- 
pendently of the other two, probably in response to the 
interstitial fluid needs of the body. In support of this 
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thinking are the observations that this zone is less hypo- 
plastic in hypopituitary individuals; that ACTH ad- 
ministration does not alter aldosterone excretion; and 
that, in individuals with aldosteronism, some hyper- 
trophy of this zone has been noted. 

In the adrenal hypoplasia of hypopituitarism, ACTH 
administration can cause hyperplasia of the zona fasci- 
culata and zona reticularis. The zona fasciculata pre- 
sumably is the primary source of the corticosteroids, 
and the zona reticularis of the androgens. 

It is now possible to relate some of the specific physi- 
ologic and pharmacologic actions of these steroids to 
different portions of the chemical structure. Figures 2 
and 3 outline the basic structure of the steroid nucleus 
and position designation together with some of these 
relationships. Oxygenation at C; and a double bond be- 
tween Cy and Cs (A4) seems related to salt-retaining 
effect. The presence of a hydroxy! group at C,; is asso- 
ciated with a carbohydrate effect, while compounds 
with hydroxyl groups at both C;, and Cy; have a more 
pronounced carbohydrate effect. It was also noted that 


there seemed to be a relationship between carbohydrate 
and anti-inflammatory effect. 

The wide search for compounds with an intense anti- 
inflammatory effect led to the modification by dehydro- 
genation of the C; and C positions (A). Prednisone 
and prednisolone resulted (Figure 3). These agents 
maintain their physiologic properties and, in addition 
to the anti-inflammatory effect, which is approximately 
four times greater than hydrocortisone, show salt- 
retaining properties and carbohydrate effects twice that 
of hydrocortisone. 

Another modification which has been made is the 
substitution of a fluorine atom in the 9-alpha position. 
This compound, 9-alpha-fluorohydrocortisone, has a 
high potency of all properties of the corticosteroids, 
especially sodium retention. This is thought to be de- 
rived from its slow metabolism. Hence, its salt-retention 
properties are too great for systemic use as an anti- 
inflammatory agent. Its slow absorption from the skin 
potentiates its anti-inflammatory effect there, rendering 
it a very desirable agent for topical therapy. Compara- 


STRUCTURAL CHARACTERISTICS OF CORTICAL STEROIDS 


H 
Cortisone HC-OH 


Figure 2. Structural characteristics of cortical steroids. The basic 
Mteroud nucleus is shown with each carbon position designated nu- 
mericily, In addition, the formulas of corticosterone, hydrocortisone 
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H 
Corficosterone 


“ (aldehyde form) 


and aldosterone are shown with the portions of the molecule pre- 


sumably associated with anti-inflammatory and carbohydrate effects 
enclosed in circles and those of salt retention in squares. 
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STRUCTURAL FORMULAS 


Prednisone CH? 0H 


CH2 0H 
| 
Cc-0 

OH 


Figure 3. Sfructural formulas. The shaded area refers to the portion 
of the molecule that has been modified to potentiate the anti-inflam- 
matory property. 
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tive potencies of these compounds are given in Figur: /. 

It appears that other agents will be forthcoming },y 
alteration or substitution in other areas of the steroid 
nucleus. Some of these are in restricted clinical trial, 
and their relative potencies have not been established. 
These include substitution of a methyl group at the C, 
position and a hydroxyl group at the Cy position. 
Whether such alterations can ultimately reach a stage 
where only single properties are present, remains to be 
seen. While ideal, it may be impossible to do so. How- 
ever, at present, in view of the multiple properties of all 
the available compounds, it behooves the practitioner to 
understand all of the potential actions, many of which 
may be undesirable in a given situation. In so doing, he 
may choose the most effective agent for a given situation 
and anticipate and, to some degree, prevent the inevi- 
table associated reactions. 


Physiologic and Pharmacologic Effects 


WATER AND ELECTROLYTES 


Perhaps the longest known and best understood of 
the major activities of adrenal corticosteroids is their 
effect on the metabolism of sodium, potassium, chloride 
and water; yet, there is considerable controversy over 
the mechanism of action. Almost all of the known bio- 
logically active corticosteroids exert some effect on the 
retention of sodium from the urine, gastrointestinal, 
sweat and salivary gland secretions. These effects are 
often used in evaluating the diagnosis and response to 
treatment of pathologic adrenal cortical states, i.e., 
water and salt loading, sodium and potassium content 
and their ratios in these fluids. 

Increased renal tubular reabsorption of sodium is the 
most significant response to the adrenal corticosteroids. 
In fact, some believe that this is the sole action of the 
corticosteroids in sodium metabolism and that the other 
effects result from this. Presumably, the course of events 
would be: Increased renal tubular reabsorption of so- 
dium resulting in sodium retention. This, in turn, would 
increase water and chloride retention, resulting in ex- 
change of extracellular sodium for intracellular potas- 
sium, potassium also replacing sodium in the renal 
tubules for excretion of acid ions. Excessively large 
doses of the steroids produce hypokalemia and a cellu- 
lar shift of electrolytes to equalize osmotic pressures. 
Cellular overhydration and water intoxication follow. 

In acute adrenal insufficiency in man, renal water loss 


is neither a prominent nor a consistent feature, but in- 
ternal shifts of sodium, potassium and water regularly 
occur as a prominent finding, indicating that extrarenal 
corticosteroid effects may be a major factor. Further in- 
dications of this are denoted by the observations that, 
in treated adrenalectomized rats, the serum calcium 
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may rise markedly suggesting sodium sequestration in 
bone. Also, in treated animals, it has been shown that 
the gain of potassium and loss of sodium of skeletal 
muscle is greater than could be accounted for by changes 
in the volume and composition of the extracellular fluid 
space. Studies with radioactive potassium revealed a 
significant rise in muscle and brain tissue, though these 
changes could not be demonstrated by flame photom- 
eter methods. 


CARBOHYDRATE 


The action on carbohydrate metabolism is not known, 
but seems to result in large part from the antianabolic ef- 
fects on protein by increasing the deamination of amino 
acids and conversion into the metabolic pool to take part 
in the synthesis of glycogen and glucose. There also 
seems to be a moderate anti-insulin effect by blocking its 
action in the periphery, but this is thought to result only 
by potentiating a pre-existing insulin antagonist, pre- 
sumably the diabetogenic hormone of the anterior pitui- 
tary. Recent evidence that the corticosteroids combine 
with the sulfhydryl groups of the hexokinase may alter 
this concept. This anti-insulin effect is quantitatively 
far inferior to the antianabolic effects. 

“Steroid diabetes” is presumably due primarily to an 
increased production of glucose in the liver, whereas, in 
pancreatic diabetes, decreased peripheral utilization is 
the major factor. Because of increased liver glycogen, 
plus other unknown factors, ketosis is less common in 
steroid diabetes. Ingle and associates observed that, in 
both fed and fasted rats, the increased liver glycogen 
reached a peak in five days, then gradually decreased, 
although never to normal until the corticosteroids were 
stopped. It is currently believed that the observed in- 
sulin resistance is due chiefly to overproduction of 
carbohydrate. 


PROTEIN 


As mentioned previously, the corticosteroids exert a 
strong protein antianabolic effect, and it is more gener- 
ally accepted that there is also a protoplasmic catabolic 
effect, both of which are opposed by androgens. Osteoid 
production falls and osteoporosis ensues, with in- 
creased calcium loss. The increased urinary clearance 
of calcium in acid ion excretion enhances this negative 
balance. The osteoporosis may be severe enough with 
sustained use of corticosteroids to result in pathologic 
fractures. 


Far 


The role in fat metabolism is obscure, but is thought 
to be a permissive one while the process is under direct 
control of the anterior pituitary fat-mobilizing factor. 
Along with the increased mobilization, there is redispo- 
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POTENCIES OF ACTIONS COMPARED 
ON EQUAL WEIGHT BASIS 


Anti- Sodium Carbo- 


Steroid inflammatory Retention hydrate 


Hydrocortisone 

Cortisone 
Desoxycorticosterone (DOCA) 
9 alpha fluorohydrocortisone 
Prednisone 


Prednisolone 1-2° 


*This ratio may be as high as 4 at higher doses (60 to 80 mg.}. The 
comparative potency of several corticosteroids in their electrolyie, carbo- 


a hydrate and anti-inflammatory properties are cited to emphasize that 


these differences are relative and have clinical advantages on the basis 
of the dose prescribed. Hydrocortisone, as the major naturally occurring 
steroid, has arbitrarily been assigned a potency factor of 1. For example, 
while 9 alpha fluorohydrocortisone is ten times as potent an anti- 
inflammatory agent as hydrocortisone, its marked sodium retaining 
property negates its use for this purpose. 


Figure 4. Potencies of actions compared on equal weight basis. 


COMMON COMPLICATIONS OF TREATMENT 
WITH PREDNISONE (SMALL TO MODERATE DOSES) 


Minor Side Effects Major Side Effects 


Epigastric distress 
Peptic ulcer............ 
Fluid retention, 
weight gain 
Hypertension 
Osteoporosis with 
compression fractures. .3.6% 


Glycosuria, increased 
perspiration, increased 
appetite, and 


Dose 


5 to 20 mg./day 


From Berntsen, Cecil and Kamerer, Scientific Exhibit, AMA, June 
11-15, 1956. 


Figure 5. Common complications of treatment with prednisone. 
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COMPARISON OF SODIUM EXCRETION AND WEIGHT IN PATIENT 
RECEIVING FIRST HYDROCORTISONE FOLLOWED BY PREDNISONE 


8 


mEq./24 hours 
Ss 


8 


Patient’s Weight in Ibs. | Urine Sodium Excretion 


Figure 6. Comparison of sodium excretion and weight in patient re- 


ceiving first hydrocortisone followed by prednisone. Patient received 
hydrocortisone for six months because of rheumatoid arthritis. She 
was then switched to prednisone and maintained on a dose of 25 mg. 
a day. Immediately after prednisone was substituted for hydrocorti- 


sition into the cheek, supraclavicular, intrascapular 
and axillary pads, resulting in the “mooning” of the 
face and the “buffalo hump” which are so characteristic 
of Cushinoid states. Recently published work by Kinsell 
and others indicates that the corticosteroids may in- 
crease gluconeogenesis from fats. 


CircuLaTory EFrrects 


Alterations of circulation have been described in 
pathologic adrenal cortical states since Addison de- 
scribed the severe asthenia associated with adrenal in- 
sufficiency. With this asthenia, there is hypotension 
and loss of reactivity of the minute peripheral vessels. 
These changes are probably a primary causative factor 
in greatly enhancing the susceptibility of adrenal- 
insufficient animals to stress. The relation of the cortex 
to histamine, however, demonstrated no change in 
blood or urinary histamine levels of adrenalectomized 
animals, whether insufficient or treated with cortisone 


or DOCA. 
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sone, a diuresis occurred. However, this water loss was only tem- 
porary and after three weeks, the patient again began to gain weight 
due to retention of sodium and water. The dose of prednisone was not 
altered during this interval. 


The corticosteroids have been shown to increase ar- 
teriolar, precapillary sphincter and capillary tone. They 
also enhance the circulation and counteract the reverse 
changes noted in adrenalectomized or anaphylactic ani- 
mals. Epinephrine, too, will do this, though some ani- 
mals receiving cortisone, when given the usual vasocon- 
strictive doses, failed to have any effect, suggesting a 
modifying influence of the steroids on the tone of smooth 
muscles of arterioles. 

The role of corticosteroids in the pathogenesis of 
hypertension is unknown, although adrenalectomy has 
been used in the treatment of both malignant and 
chronic hypertension, frequently combined with sym- 
pathectomy. The responsible steroid, if any, is thought 
to be hydrocortisone, but further study of aldosterone 
may shed some light on this. 


NEUROLOGIC EFFECTS 


Cortisone and hydrocortisone greatly increase the ex- 
citability of the central nervous system. These effects are 
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antagonized by desoxycorticosterone (DOCA). It has 
been noted that both cortisone and hydrocortisone will 
restore the abnormal EEG seen in adrenal insufficiency, 
but desoxycorticosterone will not. Observations on in- 


creased cerebral blood flow parallel this. 


MuscuLaR EFFECTS 


Corticosteroids will improve muscle work perform- 
ance in adrenal insufficiency. This is the basis of one 
bioassay technique for corticosteroid activity. The cor- 
ticosteroids have also been noted to increase the elec- 
tromotive force of the electrocardiogram. 


PIGMENT EFFECTS 


The pituitary hormone, intermedin, increases the de- 
position of melznin by melanoblasts. This activity is re- 
duced in the presence of cortisone and hydrocortisone, 
but not desoxycorticosterone. The effect of aldosterone 
is not known, though there has been some slight de- 
creased pigmentation noted in one reported case. 


ANDROGENS 


The adrenal cortex also produces androgens and, 
though these seem to be of low potency in the normal 
individual, they may still play some role in protein 
antianabolic effect. 


OTHER EFFECTS 


The following effects have been noted at therapeutic 
levels of steroids, but their role at physiologic levels is 
uncertain. 

Hemopovetic Effects. The classical description of Cush- 
ing’s Disease has emphasized the importance of the 
corticosteroids in the stimulation of the hemopoietic 
system. This stimulation is shared primarily by the 
erythroid and myeloid elements. There is a converse 
effect on the lymphocytic elements, and a lymphopenia 
uniformly occurs asa result of increased corticosteroids. 
Similarly, the eosinopenia, which has been used widely 
as a measure of adrenocortical effect, can be demon- 
strated within a brief period following the administra- 
tion of active corticosteroid agents. 

Anti-inflammatory Effects. Among the essential phar- 
macologic effects of the corticosteroids is their anti- 
inflammatory or antiphlogistic influence. Inflammation 
is a response to an injurious stimulus composed of a 
series of interrelated, progressive phenomena that occur 
in the following order: (1) localized cellular destruction ; 
(2) increased capillary permeability and edema forma- 
tion ; (3) a stickiness of the endothelium; (4) margina- 
tion of leukocytes; and (5) entrance of the neutrophilic, 
lymphocytic and macrophagic elements into the injured 
issue, 


With these reactions are an associated series of chem- 
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ical phenomena involving: (1) the activities of hyalur- 
onidase ; (2) alterations in the ground substance bind- 
ing the tissues together; and (3) an increase in the 
breakdown of the injured tissue materials through the 
influence of proteolytic enzymes. 

Since each of these events represents a definite step 
in the process of the inflammatory reaction and healing, 
a precise definition of the effects of corticosteroids on 
the anti-inflammatory response must of necessity be a 
difficult and complex problem. This anti-inflammatory 
effect has been demonstrated by a number of techniques. 
Decreased rate of removal of dye materials injected into 
the tissue has been interpreted as an inhibition on the 
spreading effect on hyaluronidase either by direct inhi- 
bition of hyaluronidase or by rendering the tissues less 
responsive to its action. Such effects, however, when 
prolonged, do manifest themselves in a slower rate of 
fibroblastic activity and may result in slower healing of 
wounds. 

Anti-inflammatory effects of various steroids have 
been measured by Daugherty and coworkers using the 
rate of neutrophil invasion as a measure of this response. 
The relative potencies of various agents in demonstrat- 
ing this property are tabulated in Figure 4. 

Tissue Sensitivity Versus Anti-inflammatory Effect Ver- 
sus Antibody-Antigen Reaction. Another sequence of 
events in which the corticosteroids play a major role is 
in the alteration of tissue reactivity to toxic agents. This 
may be effective at physiologic levels. Shortly after the 
introduction of cortisone as a therapeutic agent, it be- 
came apparent that this material could alter the reactiv- 
ity of the patient to tuberculin. 

Likewise, the reactivity of the tissue to sensitizing 
agents which have produced dermatitis and to such 
purified agents as the polysaccharide of pneumococcus 
was found to be alleviated by the introduction of corti- 
sone into the body tissue. 

This phenomenon is applied clinically in a number of 
situations in which the allergic or sensitivity-hypersen- 
sitivity phenomenon plays a role such as treatment of 
dermatitis venenata. It has been applied similarly in 
the auto-immune reactions characterizing several of the 
blood dyscrasias, such as idiopathic thrombocytopenic 
purpura, acquired hemolytic anemia, and immuno- 
leukopenia. 

In such disorders, it is believed that antigen-anti- 
body reaction takes place on the surface of the individ- 
ual cell. This distinct protective mechanism of the cell 
against toxic agents is further applied in the use of 
corticosteroids in the protection of patients suffering 
from acute infections. 

The protection of the cell against toxemia may be 
similar, in that the membrane of the cell may be ren- 
dered impermeable to such agents. 
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DISSEMINATED LUPUS ERYTHEMATOSUS—RESPONSE TO A STEROIDS FLUID RETENTION 


Neohydrin (6 tab.) 
Alseroxylon 


Arthritic Pain 


fort ey 
Symptom Free 
Neohydrin (6 tab.) 
goa (80 mg.) Prednisone (50 mg.) 
D.C. 
Hydrocortisone and 
Neohydrin (8 tab.) 


1-Month 


Complications of and Contraindications to 
Corticosteroid Therapy 


WATER AND ELECTROLYTE ABNORMALITIES 


The usual disturbances here are: (1) sodium and 
water retention, (2) potassium depletion, (3) hypo- 
kalemic and hyperchloremic alkalosis, and (4) hyper- 
tension. 

There is a critical dose relative to this complication 
in that a dose of prednisone less than 15 mg. infre- 
quently produces alterations in water and electrolyte 
metabolism (Figure 5). However, it does not seem to 
be much more frequent when very large doses of the 
steroids are used as compared to moderately large 
ones. For example, a dose of hydrocortisone of 300 
mg. a day and of prednisone of 80 mg. is no more 
likely to disturb water and electrolyte excretion seri- 
ously than is a dose of 100 mg. and 40 mg. respectively 
of the same compounds. 

As mentioned previously, prednisone has an anti- 
inflammatory potency four times that of hydrocorti- 
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Figure 7a. Disseminated lupus erythematosus with fluid retention. 
Diuretic effect in a patient with sodium and water retention associ- 
ated with steroid administration. The oral mercurial is an effective 
antidote for this problem. b. Disseminated lupus and fluid retention 


sone, and a salt-retaining potency that is approxi- 
mately the same. Hence, at usual anti-inflammatory 
doses, salt retention is a relatively minor problem. 
However, in larger doses, salt retention may be just 
as serious a problem as with hydrocortisone. It should 
be emphasized that above a fairly critical dose level 
(20 mg. a day), all of the actions are accentuated and 
each may be a serious side reaction (Figure 6). 

The treatment of this problem is concurrent ad- 
ministration of mercurial diuretics or discontinuation 
of the drug. Oral chlormerodrin (Neohydrin) is of 
particular benefit when used to overcome the sodium 
and water retention resulting from steroid administra- 
tion. Acetazoleamide (Diamox) is useless in this re- 
spect since it is not potent enough, and when it does 
increase sodium excretion significantly, it enhances 
the potassium loss that attends steroid therapy. Neo- 
hydrin is probably superior to parenterally adminis- 
tered mercurials because it does not produce a massive 
diuresis but rather, when given in divided doses, it 
produces a mild but constant diuresis and natriuresis 
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with zinc ACTH. The oral mercurial is effective in combating sodium 
and water retention when it is due to ACTH administration as well 
as when it is due to the administration of prednisone or hydrocorti- 
sone. 


which is quite effective (Figures 7a and 7b). When 
mercurial diuretics such as meralluride (Mercuhydrin) 
are used every 24 hours or less, they produce a more 
marked initial diuresis, but are followed within 12 hours 
by a secondary increase in the retention of sodium and 
water (Figure 8). If courses of the parenterally admin- 
istered mercurial diuretics are given in smaller doses 
(1 cc. Mercuhydrin) every 12 hours, they are just as 
effective as Neohydrin or more so. 

The dose of Neohydrin must be arrived at by dose 
titration. The minimal effective dose is one tablet 
(equivalent to 10 mg. Hg) after each meal. If this is 
inadequate, the dose should be increased slowly to a 
maximum of nine tablets a day. Doses in excess of this 
amount are associated with a higher incidence of 
diarrhea (Figure 8). 

Recently, we have investigated a new nonmercurial 
diuretic (chlorothiazide) which increases the excretion 
of sodium, chloride and water. It is relatively nontoxic 
and shows promise for combating the sodium and 
water retention resulting from steroid administration. 
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Heart failure is a relative contraindication to the use 
of steroids. If it does become necessary to use these 
agents, then low sodium diet should be used freely 
from the outset of therapy, and mercurial diuretics 
should be administered as indicated by the patient’s 
need. Indeed, in patients with known restricted car- 
diac reserve, in or out of failure, dietary sodium re- 
striction should be used prophylactically. The coun- 
terpart of this restriction, however, should be the 
provision of adequate potassium inasmuch as potas- 
sium loss is uniformly present and may reach a signifi- 
cant magnitude in prolonged therapy. In such pa- 
tients, the appearance of evidence of digitalis intoxica- 
tion may be one of the early manifestations of potas- 
sium deficiency. 

Potassium replacement may be accomplished by the 
use of potassium chloride, 1 or 2 Gm. q.i.d. Such re- 
placement must of necessity be modified in the pres- 
ence of severe renal disease. To repeat, potassium loss 
is an inevitable accompaniment of prolonged steroid 
therapy regardless of cardiac status and may be enough 
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PARENTERALLY ADMINISTERED 
(MERCUHYDRIN) ON SODIUM AND WATER EXCRETION 

IN A PATIENT WHO HAS SODIUM AND WATER RETENTION DUE TO PREDNISONE 
AND ONE WHO HAS RETENTION DUE TO CARDIAC FAILURE 


Ist 12—~ hour period 
2nd 12—hour period 


Control=740 
Control= 1,100 


2 cc. Meralluride (Mercuhydrin) given 


Figure 8. Comparison of the effect of a parenterally administered 
mercurial diuretic (Mercuhydrin) on sodium and water excretion in 
a patient who has sodium and water retention due to prednisone and 
one who has retention due to cardiac failure. Note that after 12 hours 
in the patient with heart failure, there is a continuing diuresis, 


to produce muscular weakness and paralysis. Re- 
placement during the therapy is mandatory. 


HYPERTENSION 


Hypertension results from a combination of factors. 
The sodium and water retention predisposes to hyper- 
tension. In addition, it seems that increases in activity 
in the central nervous system may lead to increased 
sympathetic outflow resulting in vasoconstriction and 
an elevation in blood pressure. 

The hypertension in these patients is at first very 
labile, but the blood pressure may rise precipitously 
much like that in a patient with a pheochromocytoma. 
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whereas in the patient with “steroid edema” there is a retention of 
sodium and water so that excretion rate falls below that observed 
during the control period. This demonstrates the necessity of giving 
diuretics in smaller doses more frequently, such as chlormerodrin 
orally with meals or meralluride parenterally every 12 hours. 


In fact, on several occasions, we seriously considered 
the possibility that a patient who was taking steroids 
had a pheochromocytoma. 

The hypertension in these patients may be quite 
difficult to treat or it may be very responsive. The 
response to therapy in the same patient is quite variable 
from day to day even though the dose of the steroids 
is not altered. 

The occurrence of severe hypertension calls for 
cessation or reduction of steroid dosage. In patients 
with severe and malignant disease, such as lupus 
erythematosus and leukemia, this is not possible. 
Therefore, it sometimes becomes necessary to continue 
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the steroids and to treat the hypertension as it devel- 
ops. However, the effective dose of these steroids is 
extremely variable from patient to patient and in many 
patients can, by careful adjustment, be reduced below 
the level that causes significant salt and water retention 
and hypertension. 

We have found the following approach to be the 
most effective in patients who suddenly develop severe 
hypertension and in whom the steroids cannot be 
discontinued because of the severity of the disease for 
which they are being administered. These patients 
should be treated as hypertensive emergencies for 
several days. Reserpine given parenterally should be 
tried, using a maximum of 10 mg. every six hours. As 
in the treatment of hypertensive emergencies associ- 
ated with essential hypertension, if this is not ade- 
quate, parenteral Veratrum should be used. Ganglionic- 
blocking agents appear to be of limited value. 

As soon as the blood pressure is brought under con- 
trol, oral therapy should be instituted. We have found 
that alseroxylon (Rauwiloid), in combination with 


TREATMENT OF HYPERTENSION DUE TO STEROID ADMINISTRATION 


Veratrum or a ganglionic-blocking agent, is the most 
useful (Figure 9). The dose of alseroxylon is 2 mg. 
with each meal. The Veratrum should first be given a 
trial and the dose must be titrated. If nausea and 
vomiting ensue before the blood pressure effect is ob- 
tained, it is then discontinued and a ganglionic- 
blocking agent is given instead. The dose is also estab- 
lished by titration, slowly increasing the dose until 
effective reduction in blood pressure is obtained. We 
have found that a combination of centrally acting agents 
(Rauwolfia and Veratrum), given along with a gangli- 
onic-blocking agent or an adrenergic-blocking agent 
(Dibenzyline), will sometimes be effective when the 
usual methods have failed. If side reactions from the 
ganglionic-blocking agent become troublesome, then 
the dose of the blocking agent should not be increased 
further but, rather, a third peripherally acting agent 
should be used. We prefer Dibenzyline, starting with 
a dose of 5 mg. twice a day and slowly increasing the 
dose every other day until the standing blood pressure 
is maintained at the desired level. 


: 


Initial Therapy 


Maintenance Therapy 


Discontinue steroids if possible. 
When steroid therapy is mandatory. 
1. Dietary sodium restriction 
2. Diuretics 


3. Antihypertensive therapy 
a. Moderate hypertension 


50 mEgq./day sodium intake or less 
Mercuhydrin 2 cc./12 hrs. for 2 days 


Rauwolfia orally 


50 mEq./day sodium intake or less 


Neohydrin, 1 to 2 tablets with each 
meal. 


Rauwolfia* and Veratrum by titra- 
tion. Add ganglionic-blocking 
agent** when necessary—given 
concurrently with Rauwolfia. When 
above inadequate add Dibenzyline. 


b. Severe hypertension 


Reserpine I.M. 2.5 to 10 mg. q. 6 hr. 
as needed. Add hexamethonium 
when required, 10 to 100 mg. I.M. 
by dose titration or Veriloid by LV. 
infusion if hypertension is uncon- 


trollable with above. 


Rauwolfia * 


Add ganglionic-blocking agent** 
when necessary. When these are 
inadequate add Dibenzyline*** by 
dose titration procedure. 


*4 mg. alseroxylon (Rauwiloid), 300 mg. crude root, or 1 mg. of reserpine a day. 


**Start in small doses and slowly increase the dose as indicated by the response in the standing position. The initial oral dose 
of hexamethonium is 125 mg. after cach meal and at bedtime. The initial oral dose of pentolinium is 20 mg. after each 
meal and at bedtime. The initial oral dose of mecamylamine is 2.5 mg. after breakfast and supper. The dose of these 
agents is progressively increased at weekly intervals until the desired blood pressure is obtained in the standing position. 

***Start with 5 mg. twice a day and increase progressively until standing blood pressure is reduced to 150/100 or less. 
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Figure 9. Treatment of hypertension due to steroid administration. 
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Figure 10a and b. A 23-year-old male who developed a polyarthritis 
in November, 1955. Several days following admission te the hospital, 
a generalized dermatitis developed, histologically diagnosed as psori- 
asis. Prednisone in doses of 60 to 70 mg. and ACTH gel in doses of 
30 to 40 units a day were given. The dermatitis became exfoliative 
and could only be controlled by the maintenance of high steroid levels. 
Following many complications, including peptic ulcer, the patient 
developed back pain and, in November, 1956, the diagnosis of 


severe osteoporosis was apparent. Films demonstrate the advance in 


METABOLIC PROBLEMS 


Steroids are antianabolic agents and, in large doses, 
probably actively catabolic. This effect is predomi- 
nantly on proteins and, thus, indirectly on carbohy- 
drate and fat. Gluconeogenesis is increased, and this 
may produce the syndrome of “steroid diabetes,” and 
would also aggravate an already existing diabetic state. 
As pointed out previously, because of the insulin 
antagonism, the diabetes is more difficult to control. 
However, because of the increased liver glycogen, 
ketosis is less common. 

The protein antianabolic effect is reflected in a 
negative nitrogen balance. Wound healing is delayed 
and may, on occasion, be completely arrested for days. 
The muscles may become atrophic and weak. 

Another reflection of the effect on protein synthesis 
is its effect on the bony matrix, resulting in osteo- 
porosis. Spontaneous fracture of the vertebrae, meta- 
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this lesion between December, 1956 and January, 1957, despite all 
corrective measures, but in the face of continued use of steroids for the 
control of his severe dermatitis. At the present time, the patient re- 
ceives ACTH gel, 30 units each day; Meticorten, 5 mg. every six 
hours; and methyl testosterone, 50 mg. I.M. cach day. This case is 
presented to illustrate the severity of complications which may develop 
within one year of intensive therapy and the dilemma the physician 
faces in attempting to control the complications. 


tarsals and, in the more romantically inclined, trau- 
matic fracture of the ribs have been observed (Figures 
10a and 106). 

The protein antianabolic effects may be aided by the 
administration of androgenic materials. This may be 
accomplished conveniently by the injection of long- 
acting testosterone preparations in doses of 100 to 200 
mg. a month. However, the masculinizing effect of these 
agents must not be minimized and, in the female, the 
dose should be lower and intervals between doses 
should be longer. Androgenic steroids such as Nilevar 
are becoming avilable which have a relatively greater 
anabolie to androgenic ratio. However, these are mainly 
in the investigative stage or are too expensive for a 
wide application. 


CUSHINOID OBESITY 


Cushinoid syndrome occurs in as many as 80 per 
cent of patients receiving large daily doses (80 mg. or 
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more) of hydrocortisone. This is due to altered fat 
deposits over the shoulders, neck, back and upper ab- 
domen with rounding of the face (Figures 11a and 11b). 
The muscles frequently become atrophic. There may 
be no gain in weight. The resulting striae are for the 
most part due directly to the effect of the steroids on 
the collagen and other supporting tissue. It probably 
has no relationship to “‘stretch on the skin” due to 
obesity as has been thought in the past. The striae 
frequently precede the deposit of fat in these patients. 

The dosage relationship is very important in the 
origin of this complication. When doses in excess of 
60 mg. of hydrocortisone and 80 mg. of cortisone are 
used, the incidence of Cushinoid symptoms rises pre- 
cipitously. When doses of less than 50 mg. of cortisone 
and 40 mg. of hydrocortisone are used, the Cushinoid 
tendency is markedly reduced. 

Prednisone and prednisolone are even more likely 
to produce the Cushinoid syndrome than cortisone 
and hydrocortisone, contrary to the reverse opinion 
held by many physicians (Figure 11a). The critical dose 
level here seems to be 20 mg. When doses in excess 
of 30 mg. are employed, the Cushinoid syndrome 
usually follows. When doses less than 15 mg. are used, 
the Cushinoid syndrome is rarely seen in adults. Girls 
in their adolescence are particularly likely to develop 
this complication. 


GASTROINTESTINAL PROBLEMS 


Gastric acid and pepsinogen secretion are increased 
by adrenal corticosteroids, both natural and synthetic, 
especially the latter. The steroids, prednisone and 
prednisolone, are likely to produce peptic ulceration, 
the ratio being about three to one when compared with 
cortisone. In children, gastric irritation (nausea, vom- 
iting and ulceration) associated with the use of pred- 
nisone is so frequent that the pediatricians at Baylor 
refrain from using these new synthetic steroids. 

In adults, peptic ulcer frequently occurs for the 
first time following the administration of steroids. Pa- 
tients with an ulcer history are quite likely to ex- 
perience a reactivation of ulcer. In both, the first evi- 
dence of peptic ulceration frequently may be perfora- 
tion or significant hemorrhage. A previous ulcer his- 
tory, then, is a strong contraindication to both ACTH 
and corticosteroid therapy. In such patients, diet and 
antacid therapy should be instituted at the outset of 
steroid therapy. In fact, prophylactic dietary discretion 
and antacid therapy may be recommended in all pa- 
tients in whom long-term or massive steroid therapy 
1s contemplated. 

Inasmuch as the gastric stimulating effect of steroids 
persists for several hours, it is more than doubtful that 
any significant neutralizing effects may be accom- 
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Figure 11a. Striae which developed in a patient receiving prednisone. 
b. Eighteen-year-old, colored female with lupus erythematosus who 
developed “moon face’? and a general Cushinoid syndrome while 
receiving 20 mg./day of prednisone. Previously, she took 60 mg. of 
hydrocortisone for one year without developing the manifestations of 
this syndrome. When switched to 20 mg. of prednisone, she developed 
this appearance within one month. 
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plished by single tablets in which the neutralizing 
agent and steroid are combined. Antacids such as 
aluminum hydroxide gel and trisilicate preparations, 
15 to 30 cc., or calcium carbonate, 4 Gm., may be 
utilized. These should be given every two hours be- 
tween meals until bedtime and at night if indicated. 


ADRENAL ATROPHY 


The administration of corticosteroids has an inhibi- 
tory effect on the anterior pituitary, decreasing ACTH 
production, and thus resulting in adrenal cortical 
atrophy. This is particularly likely to occur when doses 
of cortisone or hydrocortisone are given in excess of 
100 mg. a day and when the agent is given over a long 
period of time. Relative insufficiency of the adrenals 
has been reported to persist for one year after dis- 
continuance of long-term therapy. At necropsy, the 
adrenals of patients receiving large doses for several 
weeks or months have been found to be strikingly 
atrophic. This is not the case in individuals receiving 
short courses immediately prior to death. 

It should be emphasized that, although some sup- 
pression occurs with short courses, this usually is self- 
limited, and stimulation with exogenous ACTH is not 
required. At the termination of a long course (in ex- 
cess of 10 to 14 days), it is wise to administer ACTH. 
This may be conveniently given in doses of 20 to 40 
mg. of the gel twice daily. The intermittent use of 
ACTH during prolonged corticosteroid therapy is ad- 
vocated by some, but is of uncertain benefit. 

In patients receiving long-term corticosteroid ther- 
apy, additional amounts may be needed during times 
of severe stress such as acute disease and surgery. The 
response to ACTH stimulation in large part varies in- 
versely with the duration and dose of corticoid therapy, 
requiring 3 to 7 days in patients who have been on 


large doses for several months. Consequently, during - 


such stress, hydrocortisone should be given orally 
when possible, otherwise parenterally. For the latter 
purpose, 100 mg. of hydrocortisone in 1,000 cc. of. 
normal saline may be given intravenously over the 
first eight hours ar.d an additional 100 mg. administered 
during the subsequent 16 hours; then 100 mg. daily 
usually will suffice. The dose will necessarily have to be 
titrated in the individual patient. In this regard, it 
should be emphasized that excessive replacement can be 
just as deleterious as insufficient replacement. The rou- 
tine use of steroids during surgery and acute disease in 
all patients who have received as much as a single dose 
of steroids in the past year is not only ridiculous and 
a display of ignorance on the part of the physician, 
but may give rise to needless, serious iatrogenic com- 
plications. This holds true for any “routine” use of 
steroids. If adrenal suppression is suspected, parenteral 
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(I.V.) hydrocortisone should be kept available for «se 
at the first indication of hypoadrenal crisis. 


CENTRAL Nervous SysTEM EFFECTS 


Steroid therapy may produce a variety of central 
nervous system reactions from mild euphoria to ob- 
vious psychotic reactions. Consequently, the physician 
must be aware of these potentialities in evaluating clay 
to day mood alterations in the patient. Cortisone and 
its derivatives probably produce the most severe psy- 
chogenic reactions of all the steroids. For example, 
half of all patients receiving these drugs will receive 
some cerebral effect, the most common being mild 
euphoria. Agitated depression is seen less frequently 
and frank psychosis infrequently. In nearly all cases, 
spontaneous improvement follows cessation of therapy 
within two weeks, though an occasional irreversible 
psychosis has been reported. 

In patients who become euphoric, there is usually 
no relationship between the sense of well-being and 
actual amelioration of symptoms, since the patient may 
feel better even though his physical status has de- 
teriorated. The euphoria frequently progresses until 
judgment may be impaired. Accompanying signs are 
increased appetite, greater muscle strength, hyper- 
activity and insomnia. These latter may often be highly 
desirable side reactions. 

The third stage is that of great anxiety. The pa- 
tient develops phobias, obsessional preoccupations and 
mood lability, sometimes progressing to frank psycho- 
sis, when delusions and hallucinations are observed. 

The degree of personality adjustment prior to ther- 
apy is probably a major factor. In other words, the 
more unstable individuals are likely to develop more 
severe psychiatric reactions. Tourney and Gottlieb ob- 
served that the patient’s psychotic reaction is a re- 
flection of his premorbid state. On the other hand, 
Clark and his coworkers were unable to find any rela- 
tionship between psychotic reactions and pre-existent 
psychiatric deviations from normal. 

These psychiatric reactions can follow one dose of 
steroids but are seen most frequently in association 
with prolonged therapy. A severe psychiatric reaction 
has been observed by Mills following the administra- 
tion of only one dose (40 units) of ACTH. 

Du Bois has reported that chloroquin (Aralen) may 
increase the effectiveness of the steroids and decrease 
the psychiatric reactions by improving the therapeutic 
to toxic ratio. This is yet to be confirmed. When chlor- 
oquin is used for this purpose a dose of 500 mg. is 
given every 12 hours. 

It is of interest that cortisone decreases the thresh- 
old of response to electroshock therapy more than 
DOCA does. This and other evidence indicate that 


GP Volume XV, Number 5 


id 

is 


the CNS effect is in part a direct effect of the steroid 
on the nerve cells unrelated to the retention of sodium 
and water, although the latter effect may aggravate or 
enhance the reaction. 

When psychiatric reactions occur, it is usually ad- 
visable to discontinue the drug, but often this is not 
possible under the circumstances. The management of 
this complication becomes trying and frustrating to 
the therapist. We have observed that chlorpromazine 
(Thorazine), in doses of 20 to 50 mg. four times a day, 
is useful. In other patients CNS stimulants such as 
Dexedrine and Ritalin may be useful. Finally, electro- 
shock therapy has been used and has been effective in 
a number of patients who would not respond to simpler 
methods of therapy. Finding a drug that will be effec- 
tive in a particular patient is largely a trial and error 
procedure. 


INFECTIONS 


Patients who receive steroids in large doses for pro- 
longed periods are susceptible to infections. This is 
apparently due to decreased tissue resistance, with 
inability of the body to localize infection. There is a 
poor response of the white cells and fibroblasts and 
the antibody response to infection is depressed (Figure 
12). 

Patients with infections such as pneumococcal pneu- 
monia or septicemia may feel well and become afebrile 
while receiving cortisone therapy, even though the 
blood cultures remain positive and consolidation in 
the lung persists. The same occurs with infections 
elsewhere, such as in the case of septic arthritis, even 
though the destructive process continues. 

Recently we observed such a response in several 
patients who developed septic arthritis, and in three 
patients, spontaneous peritonitis. 

Illustrative Case. Mrs. D. B. was a 34-year-old, white 
woman with disseminated lupus erythematosus of six 
years’ duration. She had multiple joint pains, peri- 
carditis, heart failure and severe kidney involvement. 
She was treated with ACTH and cortisone with which 
Neohydrin was administered to counteract the sodium 
and water retention which was severe when diuretics 
were not taken regularly. Suddenly she developed 
lower abdominal pain associated with nausea and vom- 
iting. At the time of admission to the hospital, the 
blood pressure was 110/50. The pulse rate was 80 
per minute and the body temperature was 97.8°F. 
Tenderness was present over most of the abdomen, 
but it was more marked in the right lower quadrant 
where some muscle guarding and rebound tenderness 
were noted. Peristaltic sounds were diminished. There 
was a profuse uterine cervical discharge with acute 
pain on movement of the cervix, but no masses were 
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Figure 12. Patient who developed suppurative arthritis of the digit 
while receiving stercids. Note the complete absence of an inflamma- 
tory reaction. (Courtesy Mills et al., JAMA, in press.) 


noted. The hemoglobin was 11.0-Gm.; RBC, 5.3 
million; WBC, 7,500, with 73 per cent mature neu- 
trophils, 5 per cent bands, 20 per cent ly nphocytes 
and 2 per cent monocytes. 

A few hours after admission to the hospital, the 
patient was observed to have oliguria and hypotension 
with an arterial pressure of 75/40. The serum sodium 
was 126 mEq./4. With administration of phenylephrine 
and hypertonic saline, the blood pressure increased to 
125/82, and renal function improved. 

On the third hospital day, a mass was palpated in 
the pelvic cul-de-sac. At this time, the patient’s body 
temperature was 100.2°F. and the WBC count was 
18,800. A colpotomy was done, with removal of a large 
amount of bloody purulent material. Culture of this 
material demonstrated Aerobacter aerogenes, Proteus 
species, and Klebsiella pneumoniae, which were sensi- 
tive to streptomycin, chloramphenicol and tetracycline. 
With tetracycline therapy, 250 mg. every four hours, 
and drainage of the pelvic abscess, she improved. With 
the exception of the third hospital day, the patient 
remained afebrile. Since cultures of the uterine cervical 
discharge prior to surgery also revealed Proteus species 
and Aerobacter aerogenes, it was thought that an en- 
dometritis with peritoneal leakage and abscess forma- 
tion was the most likely etiology of the pelvic abscess. 

The patient continued to do well for two months when 
she developed an agitated depression, thought to be re- 
lated to the steroid therapy. Therefore, the dose of 
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Figure 13. Open drainage of knee and right calf because of a sup- 
purative arthritis of the knee which drained into the calf muscle. 
Despite the severe destruction and invasion of the gastrocnemius, 
there was minimal inflammatory reaction. The white blood cell 
count was normal and the body temperature was not elevated. 


prednisone was gradually reduced to 25 mg. a day. One 
month later, the left knee began to swell and became 
painful and warm. This was thought to be due to an ex- 
acerbation of lupus erythematosus. Although predni- 
sone was increased to the previous dose of 50 mg. a day, 
there was no change in the left knee joint. One week 
later, slight swelling of the left ankle appeared without 
tenderness or increase in local temperature and she was 
given 80 units of zinc ACTH daily for one week in addi- 
tion to the prednisone. Two weeks after the initial swell- 
ing of the left knee joint, the left leg and foot became 
moderately swollen, slightly warm and tender, and a 
diagnosis of thrombophlebitis was made. Prednisone, 
50 mg. a day, was continued without alteration in the 
left leg and knee joint. After four weeks, redness and 
evidence of cellulitis were noted for the first time in the 
left calf. Spontaneous draining sinuses rapidly ap- 
peared, one just above and behind the medial malleolus 
and a second on the medial aspect of the calf in the dis- 
tal part of the popliteal space. The body temperature 
was 98.2°F. and the remainder of the physical examina- 
tion was unchanged from that of previous visits. The 
WBC count was 10,000 but it increased within 48 hours 
to 16,300. 

Cultures from the abscesses revealed the organism to 
be Micrococcus pyogenes (var. aureus) and Pseudo- 
monas aeruginosa, which were sensitive to erythromy- 
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cin, chloramphenicol and streptomycin. The left knec 
was aspirated and found to contain pus, from which the 
same organisms were grown. The orthopedic consulta t 
found the sinuses to be communicating. The left knee 
and calf were considerably swollen, but not tender either 
on pressure or motion. 

A single incision was made to connect the two sinuses 
and was continued proximally and medially into the 
popliteal space to the site of the original abscess cavity. 
The gastrocnemius muscle was necrotic and obviously 
destroyed (Figure 13). This was excised at its insertion 
into the tendon and proximally from the femoral origins 
and dissected from the soleus. A hole in the posterior 
capsule of the knee, about 5 x 5 cm., was then identified 
in the region of the medial femoral condyle. It then be- 
came obvious that a septic process in the knee had rup- 
tured through the capsule posteriorly and decom- 
pressed itself into the calf. 


SUMMARY 


It may be said, then, that the complications are those 
arising from the inherent physiologic properties of these 
agents. These are summarized briefly in Figure 14. 
Many of these serious and even fatal complications may 
be prevented or minimized by judicious use of diet, salt 
restriction, antacids, potassium, diuretics, antibiotics 
and antihypertensive agents. In addition, in the pres- 
ence of infection, the body requirements of ascorbic acid 
are significantly increased. There is increased utiliza- 
tion of ascorbic acid in patients on steroids. Hence, 100 
to 200 mg. of ascorbic acid daily is indicated in those in- 
dividuals on prolonged therapy, especially in those de- 
bilitated by their disease. 


Therapeutic Indications for Corticosteroids 


In this review, we can discuss very briefly the applica- 
tions of corticosteroid therapy. Distinct attention must 
be given to the adjunctive and supportive measures 
which may be used in the control of each disorder. 
Great as the benefits of the steroids may be, the serious 
complications which may arise during and directly re- 
lated to their use should cause serious concern to the 
physician accepting the responsibility for their pre- 
scription. 


RHEUMATOID ARTHRITIS 


The dramatic announcement of the alleviation of 
rheumatoid arthritis by cortisone has caused us to think 
of the corticosteroids as the primary therapeutic agent 
in this disease. Despite this or because of this, the indi- 
cations for the use of steroids have not been clearly es- 
tablished. It is definite that these agents are used too 
frequently without a complete evaluation of the patient’s 
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total problem. Studies to define the role of coincident 
disease, the nutritional status, the presence of anemia, 
the occupational problems and the contributions of 
physical medicine to the rehabilitation of the patient 
must be considered. All of these are frequently set aside 
in the desire to relieve the patient’s suffering. The ex- 
treme effectiveness of the corticosteroids in relief of the 
acute phase of the disease leads to a false security that 
the case has been well handled. Abundant experience 
has been presented to demonstrate that this is not the 
case and that it is a major problem today. Increasing 
numbers of cases of serious hypercortisonism support 
this warning. The judicial use of salicylates, gold and 
other measures also should be considered. 

The contraindications to the use of steroids apply 


particularly in the patient with arthritis since pro- 
longed therapy is frequent. Prolonged prior use of cor- 
ticosteroids should be considered in evaluating the de- 
sirability of this modality for further use, inasmuch as 
the polyarteritis and arthritis of hypercortisonism may 
mimic the rheumatoid syndrome. It is not unusual to 
see patients who are initially well controlled on mini- 
mal doses for a period of several weeks to months and 
then begin to have symptoms temporarily relieved by 
larger doses. When symptoms recur, the dose is in- 
creased again, and so on, stair-step fashion, until severe 
complications arise. In the majority of these, reduction 
of steroid dosages and the use of other adjuncts, espe- 
cially salicylates, will again achieve good control at the 
minimal dosage level. Figure 15 compares the incidence 
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COMPLICATIONS AND TREATMENT OF CORTICOSTEROID THERAPY 


Systemic Function Normal Physiology 


Toxic-Pharmacologic Effect 


ELeEcTROLYTE-WATER 
Sodium 


Calcium 


INTERMEDIARY METABOLISM 
Carbohydrate 


Retention 


Stabilizes sugar metabolism . 

Increases glycogen stores 

Protein - Antianabolic gluconeogene- 
sis 


NEUROMUSCULAR 


Central Nervous System Increases reactivity 


Promotes secretion of diges- 
tive enzymes and absorption 
mechanisms 


Protective to tissue injury 


Edema; heart failure 


Secondary excretion 


Hypokalemia 


Secondary osteoporosis 


Steroid diabetes 


- Wasting of protein tissue 


Osteoporosis 


Excitability from euphoria 
to psychosis 


Increased secretion of hy- 
drochloric acid and enzymes 
may cause peptic ulcer 


May limit response of body 
to dangerous invasion 


Therapy 


Always use the smallest ef- 
fective dose of corticosteroid. 
Dietary Na restriction. 
Diuretics 


Provide potassium—4 to 8 
Gm./day (avoid in oliguria 
or advanced renal disease) 


Androgen therapy 


If corticosteroid therapy 
must continue, regulate dia- 
betes by diet and insulin. 


Adequate protein in diet 
Androgenic steroids 


Close observation—Reduce 
dose 
Use ataractic drugs, sedatives 
Discontinue steroid treat- 
ment 


Prophylactic use of diet and 
antacids (at frequent inter- 
vais during day and at night 
if necessary) 

Exacting observation 


Culture source of infection 
Treat with proper antibiotic 


Figure 14. Complications and treatment of corticosteroid therapy. 
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INCIDENCE OF VARIOUS SIGNS AND SYMPTOMS IN PATIENTS 


WITH RHEUMATOID ARTHRITIS WITH AND witHourT 


MANIFESTATIONS OF HYPERCORTISONISM 


Rheumatoid Arthritis 
ite Hormonal Therapy 
| 
Fe Chronic No Chronic No Hormonal 
Hypercortisonism, Hypercortisonism, Therapy, Per cent of 
Sign Per cent of 128 Patients Per cent of 166 Patients 105 Patients 
é L.E. cells in blood or marrow 14 5 5 
a Fever 42 41 33 
Nephritis 28 2 30 
Bs Transfusion reaction 35 7 9 
Leukopenia 17 6 
Pneumonitis 13 10 
ik Encephalopathy 9 2 1 
Ee Serositis 8 9 9 
Phlebitis 8 4 2 
e Sensitivity to sun 7 5 10 
¢ Purpura 5 0 14 
False-positive serologic tests in blood - 3 5 7 
2 From Slocum, Polley, Ward and Hench, Ann. Int, Mep., 46:91, 1957. 


Figure 15. Incidence of various signs and symptoms in patients with 
rheumatoid arthritis with and without manifestations of hypercorti- 
sonism. 


of signs and symptoms of this phenomenon in patients 
with prolonged steroid therapy and those with hyper- 
cortisonism. It is clear from the features mentioned 
that one must maintain a critical review of the patient 
lest he pour corticosteroids to the fire generated by 
corticosteroids. 

The selection of a dose program for the patient has 
evolved by experience. Several years ago, it was common 
practice to use large doses initially to ameliorate symp- 
toms completely. This too commonly led to the use of 
large doses for many months. The proper dose cannot 
be stated in milligrams—it is the lowest dose that will 
produce optimal, not maximal, response. Constantly, 
the physician should seek to reduce the level of cortico- 
steroid therapy. 

The prognosis offered by these agents is difficult to 
evaluate. One group maintains that in a comparative 
study the results of gold and corticosteroid therapy 
were similar. Another cites their experience as good 
for relief, but with relapse within 60 days after cessa- 
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tion of therapy. Freyburg’s study of 76 patients is prob- 
ably representative of the general experience. Of this 
group, 60 were able to continue therapy for six to 15 
months; of these, 48 were graded as satisfactory. How- 
ever, in many there has been roentgenographic evidence 
of progression of joint changes despite clinical improve- 
ment. This again emphasizes the fact that the basic 
pathologic process is not resolved by corticosteroids. 
Treatment failures were, in the main, in those with 
more severe disease. In these, larger doses were used 
and, hence, the complications of steroid therapy were 
more common. 

The primary contribution of prednisone or predni- 
solone therapy is the lower dosage that may control 
symptoms. In all cases when the daily dose exceeds 20 
mg., all complications must be guarded against. It is our 
belief that the use of adjunctive salicylate therapy in 
doses of 4 to 6 gm. a day aids materially in reducing the 
steroid requirement and will frequently permit with- 
drawal of corticosteroids for variable intervals. This !s 
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an important concept since continued use of steroids 
may lead to greater requirements for control of the re- 
mission. Also, the iatrogenic hypoadrenalism and exo- 
genous hypercortisonism may be minimized in this 
fashion. 


GouT 


Characteristically, the gouty joints respond well to 
steroid therapy, but flare when corticosteroids are 
stopped. This may lead to prolonged use of steroids. If 
the diagnosis is correct, acute episodes of gout can be 
controlled by ACTH gel, 40 to 80 units, or predniso- 
lone, 10 mg. stat, 5 mg. every 6 hours for four doses. 
Simultaneously, therapy should be started with colchi- 
cine, 0.5 mg. every 2 hours to toxic symptoms (head- 
ache, nausea, vomiting or diarrhea), followed by 0.5 
mg. every 12 hours. Colchicine therapy should be con- 
tinued with probenecid, 1 to 2 Gm. a day, to reduce the 
uric acid pool. 


THE COLLAGEN DISORDERS 


This descriptive term, originated through the work 
of Klemperer, has become a clinical cliché for a group 
of diseases in which (in the broad histologic sense) the 
connective tissue elements are involved. While each of 
the diseases in this group has distinctive histologic fea- 
tures, there is a fibrinoid degeneration of collagen tissue 
common to all. The nature of this fibrinoid change has 
not been worked out, but it probably represents one of 
the phases of the inflammatory reaction, some believe 
possibly allergic, similar to the Arthus phenomenon. 
These disorders, which in the past were most difficult 
to handle clinically, have responded now to the cortico- 
steroids. The ones we will mention include rheumatic 
fever; systemic lupus erythematosus; polyarteritis; 
dermatomyositis; and scleroderma. 

Rheumatic Fever. The control of acute rheumatic fever 
by corticosteroids has been intensively investigated. 
Most authorities agree that initial therapy should in- 
clude prophylactic antibiotic and salicylate therapy. 
Many believe that steroids should be reserved for the 
acute case not responsive to salicylates. The corticos- 
teroids are lifesaving in the very acute exudative dis- 
ease and should be used if there is any doubt as to the 
adequacy of salicylates for control of the disorder. 
Again, the dose of the agent is the lowest that will 
keep the clinical and laboratory signs of activity within 
normal range. In several series of comparative pres- 
teroid and steroid-treated cases, the incidence of res- 
idual cardiac disease has not been significantly different. 
Hence, corticosteroid therapy in acute rheumatic 
fever is, in effect, a strong second line of defense. 

‘\stemic Lupus Erythematosus. The incidence of sys- 
tem lupus erythematosus has been increasing remark- 
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ably in the last few years. We have no explanation for 
this, but it is not a matter of more precise diagnosis. It 
is indeed fortunate that the “L.E.” cell phenomenon is 
available. Originally, this was thought to be pathogno- 
monic of systemic lupus erythematosus, and it has 
aided greatly in many cases that otherwise would have 
continued their illness without a specific diagnosis. It 
must be remembered that the L.E. cell is not specifically 
diagnostic since it is quite frequently observed after 
steroid therapy of any disorder. This is seen in the 
tabulation of hypercortisonism. 

The variable course of systemic lupus is one of its 
characteristics and often, when advancing renal lesions 
are present, very heavy steroid therapy may be neces- 
sary to control the disease. This may be in the range of 
60 to 100 mg. of prednisone or prednisolone, which is 
comparable to 250 to 400 mg. of hydrocortisone. When 
one reduces such doses, it must be done under close ob- 
servation so as not to lose control of the disease. It has 
been our experience that cases that have been very 
acute will require prolonged therapy, but we have seen 
several in which the dose has been gradually with- 
drawn and remission sustained. Less severe cases may 
respond to lower doses and may continue in prolonged 
remissions without therapy. These same concepts apply 
in the treatment of polyarteritis, dermatomyositis and 
scleroderma. 


HEMATOLOGIC DISEASES 


There are two areas of hematology where corticoste- 
roids are very effective. These are in the auto-immune 
disorders—acquired hemolytic anemia, idiopathic 
thrombocytopenic purpura, and immunoleukopenias. 
The second area is in the control of acute lymphatic 
leukemia of children and chronic lymphatic leukemia. 

The so-called auto-immune hemopathic disorders 
may occur as a primary disease or as a manifestation 
of other disorders (systemic lupus erythematosus). 
Hence, a clear diagnosis is mandatory before therapy 
is started. 


ALLERGIC DIsORDERS 


In the treatment of allergic disorders, cortico- 
steroids are used to combat the tissue hypersensitivity 
phenomena. Their use has been gratifying in many 
acute situations, but they should not supplant other 
measures, including desensitization as a more perma- 
nent measure. Their use in the acute phase of status 
asthmaticus has been lifesaving to many. In chronic 
respiratory disorders, they are most useful if broncho- 
spasm is a significant part of the underlying difficulty. 
Their use in drug reactions, dermatosis of hyper- 
sensitivity origin, especially exfoliative dermatitis, 
serum sickness and transfusion reaction can modify 
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the disease in a very brief period. One of the areas 
where they have proved lifesaving is in anaphylactic 
reactions to venoms such as to bee sting. In these 
incidents, epinephrine and soluble intravenous hydro- 
cortisone are quite effective. 


NEPHROTIC SYNDROME 


The use of corticosteroids in the nephrotic syn- 
drome has been endorsed as promoting diuresis and 
reducing albuminuria. This has been much more suc- 
cessful in children than adults, but deserves brief trial 
in these desperate problems. Persistent use over more 
than three weeks without clearcut benefit is not war- 
ranted. 

The use of corticosteroids in ophthalmologic prob- 
lems requires special knowledge and safeguards. It is 
not recommended that corticosteroids be used in the 
eye without ophthalmologic consultation. 


SUMMARY 


The adrenal corticosteroids have a definite and im- 
portant place in the medical practice of all physicians. 
They may be lifesaving in many instances, and they 
provide a means of prolonging life and significantly 
reducing suffering and incapacity in a group of dis- 
eases in which heretofore we have been able to offer 
little more than a diagnosis and sympathy. Chief 
among these are the nonspecific inflammatory diseases. 
Their action here is not known or curative. This does 
not, however, minimize their usefulness. 

Since their introduction several years ago, study of 
the adrenal steroids has greatly enhanced our knowl- 
edge of normal and pathologic physiology. Because of 
the multiplicity and complexity of their effects, this 
has unfortunately been attended by an avalanche of 
literature which the average practitioner cannot hope 
to digest. It has been the attempt of this article to 
summarize as briefly as possible the current concepts 
of these properties and the mechanisms of actions. 

The pharmacologic effects of these agents are merely 
an amplification of the physiologic actions, and all of 


the available steroids possess all of these properties ‘\) 
a varying degree. It should be remembered that ‘ic 
anti-inflammatory action is one of the less potent of t\\c 
naturally occurring steroids, and, even though syn- 
thetic steroids with enhanced anti-inflammatory j0- 
tency have been developed, these are attended by 
equivalent or increased potencies of the other actions. 
Hence, a thorough understanding of their physiology 
is mandatory in their use. 

Of the steroids utilized for their anti-inflammatory 
action, prednisone and prednisolone are perhaps the 
most practical in the smaller dose range, especially for 
long-term use. This is, however, relative because doses 
above 20 mg. a day are invariably attended by some 
of the undesirable associated actions. Such “unsafe” 
dosages are frequently required in the management 
of diseases that have a serious prognosis or have in- 
capacitating symptoms that cannot be treated effec- 
tively by other measures. Individual response, not 
only from patient to patient but from time to time 
in the same patient, requires not only a fundamental 
knowledge of these actions but careful and closely 
supervised administration by the physician accepting 
the responsibility for their prescription. 

There are no “routine” indications for the use of 
adrenal cortical steroids and their derivatives. There 
is no “average” dose for the treatment of any disease 
entity. Any physician prescribing them must carefully 
evaluate the total situation and weigh the advantages 
and inherent disadvantages of these agents. He must 
ever he alert for evidence of undesirable reactions, and 
he must anticipate and prevent the occurrence of these 
when possible. 

The golden rules for steroid therapy should be: 
(1) STEROIDS SHOULD BE USED FOR THE SHORTEST DURA- 
TION POSSIBLE TO INDUCE A REMISSION. (2) THE DOSAGE 
SHOULD BE THE SMALLEST THAT WILL PRODUCE OPTIMAL, 
NOT NECESSARILY MAXIMAL, EFFECT. 


A bibliography accompanying this article is available upon re- 
quest from the Editorial Office of GP. 


The Heart of a Child 


THE MYSTICAL HEART of a child is a precious and beautiful 
thing. It is marred only by wounds of a thoughtless and 
not too intelligent world. In a physical sense the heart is 
a tough organ; a marvelous mechanism that, mostly with- 
out repairs, will give valiant pumping service up to a hun- 
dred years. In an emotional sense it is susceptible to 
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wounds of indifference, thoughtlessness, and neglect and 
during episodes of illness is especially vulnerable. The 
heart of a child is mysteriously moulded by parents, teach- 
ers, playmates, and all those with whom it comes in con- 
tact. Physicians wish during those short but violent epi- 
sodes of illness to avoid wounds that will leave irreparable 
scars. I am convinced that the heart of a child sunned by 
love, security, and understanding will be able to withstand 
the storms of illness and pain.—Wuus J. Potts, ™.D., 
JAMA, 161:487, 1956. 
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Cancer Viruses 


(Symposium on Fundamental Cancer Research, M.D. 
Anderson Hospital and Tumor Institute, University of 
Texas, Houston, March 9.) Tiny ParTICLEs visible under 
electron microscopy in cancerous cells from a human 
and from mice and chickens have all the characteris- 
tics of viruses. No claim is made that the viruses caused 
the cancers, but the pictures put them “at the scene of 
the crime.” The cancerous cells came from human 
lymph nodes; the spleen, lymph nodes and thymus of 
a mouse, and spleen and liver of a chicken. Normal tis- 
sues from identical sites do not contain the particles. 
The particles and havoc wrought were identical in all 
three species. In further research, the viruses will be 
given to test animals to study their effect on healthy 
tissues.—Dr. Leon Dmocuowsk1, M.D. Anderson Hos- 


pital. 


Cancer Vaccine 


(Ibid, March 8). AN EXPERIMENTAL VACCINE protects 
chickens partially from lymphomatosis, which results 
from virus infection. It may serve as a model for de- 
veloping vaccines against human cancers which may 
be caused by viruses.—Dr. B. R. Burmester, U.S. 
Department of Agriculture Research Laboratory, East 
Lansing, Mich. 


Polio and Cancer 


(Ibid, March 6). A sTatisticat stupy hints that polio 
virus infection might prevent cancer. This provocative 
suggestion comes from a survey of 14,000 cases of can- 
cer, all the hospitalized patients in Harris County, 
Tex., from 1944 through 1950, and 828 patients with 
polio, all those reported in the county from 1948 
through 1950. Only one of the cancer patients had had 
polio, against normal expectation of three or four cases 
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in a group of such size. On the basis of chance, three 
of the polio victuns should have had cancer, but in fact 
none had any malignancies—Miss Eveanor J. Mac- 
Donatp, medical statistician, M.D. Anderson Hospital. 


Allergic Drownings 


(American College of Allergists, Inc., Chicago, March 
19.) SoME DROWNINGS attributed to cramps actually re- 
sult from hypersensitivity to cold. Sudden exposure to 
cold water triggers off the reaction, with the swimmer 
fainting.—Dr. Mitton J. Sremnnarpt, Wayne Univer- 
sity College of Medicine. 


Synthetic Penicillin 


(Massachusetts Institute of Technology announcement, 
Cambridge, Mass., March 9.) Synruesis of penicillin 
has been achieved after years of chemical quest. Ten 
new kinds of synthetic penicillin are being tested for 
possible medical value and use. It is hoped some of the 
new forms might be effective against organisms resis- 
tant to penicillin now, or that the synthetic forms 
might be less likely to produce allergic reactions.— 
Dr. Joun C. SHEEHAN, professor of chemistry, and Dr. 
K. R. Henery-Locan, research associate, M.L.T. 


Sick Cities 
(Mental Health Forum, Cincinnati, March 20.) Crrtes 


AND TOWNS can become emotionally ill, with grave ef- 
fects upon their citizens. Some become schizoid, cling- 
ing to the past yet wanting new and better things. 
Some are gripped by depressions, in the depressive 
phase of social and economic decadence. Still others 
are manic boom towns growing too fast to supply 
health, recreational and social facilities. Others are 
psychopathic, holding no regrets for their past actions 
and completely unconcerned about their futures. 
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Communities can and must recognize and correct their 
emotional sicknesses. And family doctors, who treat 
and know the townspeople, should take the lead in 
attention and action—Dr. ANprew S. Toms, Vic- 
loria, Texas. 


Those Joneses 


(Ibid, March 20.) In a society with unequal incomes, 
“the demand for respect takes many forms: striving 
to obtain all the respect that a new wealth position 
makes possible; seeking to save enough respect to 
compensate for economic limitation ; trying to discover 
means of scoring prestige points in order to get ahead 
of competitors having about the same income. 

"Those who keep up with the Joneses must often go 
all the way to the mental hospital. In this area the 
woman pays. Women are especially active in respect 
to competition and they often pay in terms of mental 
health. The repercussions do not stop at that. Studies 
of middle class families show what often happens when 
the wife fancies that she is a cut above her husband 
socially. She not only undermines the authority of the 
male in the home, but may create a pathological en- 
vironment for the children.”—Dr. Harotp D. Lass- 
WELL, professor of law and political science, Yale Univer- 
sity. 


Athletic Longevity 


(Michigan State University announcement, March 13.) 
COLLEGE ATHLETES neither live longer nor shorter than 
nonathletes of college days, judging from a survey of 
628 lettermen and 563 nonathletes, all of whom were 
graduated before 1937. Average longevity of both 
groups was about the same—74 years. There was no 
significant difference in death rate from heart dis- 
eases.—Drs. Henry J. Montoyve and Wayne D. 
VanHuss, associate professors of health, physical educa- 
tion and recreation, Michigan State University. 


Insurance Danger 


(12th National Conference on Rural Health, Louisville, 
March 9.) PorutaR DEMANDS for too many benefits 
which really do not belong in a health insurance policy 
are creating a dangerous trend and raising insurance 
costs. ‘Home and office calls, the annual health ex- 
amination, annual x-rays ... routine vaccination, are 
all events we know will happen to us and our children. 
Therefore, they should be provided for in our budget 
just as we provide for a new car. To attempt to cover 


them by insurance not only increases premium costs 
out of proportion to benefits obtained, but abuses the 
original purpose of insurance.”—Dr. Cart S. Munpy, 
Toledo, Ohio. 


Rheumatic Hearts 


(Conference on Sulfonamides, New York Academy of 
Sciences, New York, March 22.) SuLFAMETHOXYPYRIDA- 
ZINE (Kynex) taken in once-a-week oral doses prevent- 
ed occurrence of Group A streptococcal infections in all 
of a group of 27 rheumatic heart patients. From com- 
parison of blood levels obtained with those on the 
recommended sulfadiazine regimen, “it seemed likely 
that a dose of 30 mg./kg./week would protect against 
Group A streptococcal infections. During 250 patient 
weeks of observations there have been no ‘break- 
throughs’ among hospitalized patients. Among ambu- 
latory patients, similar results are being obtained.” — 
Drs. Mark H. Lepper, AtBert J. Simon and Cart J. 
MaRIENFELD, University of Illinois College of Medicine, 
Chicago. 


Glaucoma Aid 


(Ex-Residents Society, Einsteon Medical Center, Philadel- 
phia, March 28.) PHosPHOLINE IODIDE reduced tension 
of glaucoma in 59 of 87 human eyes. In a dozen cases, 
therapy had to be discontinued because of headache 
and dimming of vision. The drug reduced tension in 
29 eyes which had failed to respond satisfactorily to 
other drugs. Phospholine iodide, “‘although not ideal 
for reducing intra-ocular tension, has definite attri- 
butes which entitle it” to be counted among treatments 
for glaucoma.—Drs. Davin A. Gotp, Paut A. GoLp 
and Irvine N. LEopo.p. 


Tranquilizers 


(Michigan Clinical Institute, Detroit, March 13.) Con- 
TENTIONS that tranquilizers are merely “chemical 
straight jackets” designed to make patients more 
amenable and submissive are “unfairly critical.” Simi- 
lar things were said about anesthetics when they first 
appeared. A vast amount of clinical observation, social 
observation and experimentation in behavioral tech- 
niques is required before it can be said that tran- 
quilizers limit personality or improperly restrict crea- 
tivity any more than “other drugs like sedatives and 
anesthetics which are required for specific medical ill- 
nesses.” —Dr. James G. MILLER, professor of psychiatry, 
University of Michigan School of Medicine. 
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Treatment of Syphilis 


Q. Information Please published an item in GP for 
October, 1956 (page 156), regarding penicillin 
treatment of syphilis. It was suggested that a patient 
receive ten million units of the antibiotic. Please ad- 
vise about the best method—type of penicillin, size of 
individual doses, interval between doses. 


A. From a practical aspect, the 10 million units may 
be given as procaine penicillin G in oil and aluminum 
monostearate with doses of 1,200,000 units given 
two or three times a week for 8 times, and, then, one 
final dose of 400,000 units. 


Obstetric Analgesia 


Q. I would like to use Trilene inhalation analgesia plus 
pudendal block for obstetrics. Epinephrine is con- 
traindwated for use with Trilene. Can you name 
some alternative vasoconstrictors not incompatible 


with Trichlorethylene ? 


A. None of the numerous vasoconstrictors available 
is as effective for use with local anesthetics clinically as 
is epinephrine. Phenylephrine (Neo-Synephrine) and 
nordephrine (Coebefrin) have been used in combina- 
tion with local anesthetics when epinephrine could not 
be used. Both drugs are less potent than epinephrine 
and must be used in greater concentration. The re- 
sulting vasoconstriction is not so effective as that ob- 
tained with epinephrine. Epinephrine is contraindi- 
cated for use with trichlorethylene because the com- 
bination causes serious cardiac irregularities and pos- 
sibly ventricular fibrillation. 

Studies of the effects of phenylephrine and nor- 
dephrine used in conjunction with trichlorethylene 
are wanting. The similarity in chemical structure and 
pharmacologic behavior of both amines to epinephrine 
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Readers are encouraged to submit inquiries to GP. 
These will be answered by authorities 
in the appropriate fields of therapy and diagnosis. 


Information Please 


should alert one to the possibility of cardiotoxic ef- 
fects in using them in conjunction with trichlorethy- 
lene. It would be advisable to use no vasoconstrictor 
under the circumstances described. 


Convulsions in Elderly Man 


Q. A 75-year-old man began having periodic convul- 
sions (usually nocturnal) at the age of 43. There has 
not been a seizure since November, 1952. The patient 
also used to have attacks of petit mal. There have been 
none of these in the past three years. The family his- 
tory is negative for epilepsy. Physical examination, 
x-ray studies and encephalogram were negative. A 
prominent internist has ascribed the patient’s trouble 
to hypoglycemia with possible allergic factors. 

The patient has been taking Dilantin sodium regu- 
larly. Should this treatment or any other sedative 
drug be continued ? Would sexual impotency of three 
years’ duration have any influence on prognosis in 
this case? 


A. Itis rare for petit mal attacks to occur at the age of 
the patient described. Such minor attacks were most 
likely due to periodic focal epileptic discharge in one 
part of one side of the brain (‘‘partial seizures”). Petit 
mal attacks in childhood are alike clinically in that 
they may involve brief lapses of consciousness. They 
are unlike in that the electrical disturbance in petit 
mal arises in the thalamus and from there is widely 
distributed over the brain. 

Seizures such as are described may occasionally re- 
late to hypoglycemia. However, there are multiple pos- 
sible causes of seizure in middle life, and before as- 
cribing the attacks to that etiology, one should have 
definite evidence of occurrence with periods of low 
blood sugar and then only. 

The Dilantin treatment should be continued if the 
patient had had frequent seizures over the years before 
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being controlled by the drug. The only contraindica- 
tion would be the development of a drug idiosyncrasy. 
It should be remembered that anticonvulsant drugs 
are preventive and not curative, and seizures may occur 
upon withdrawal, even after a long period of successful 
control. It is unlikely that sexual impotency at age 75 
would relate to Dilantin intake. 


Effects of Mustard Gas 


Q. Ihave a man who was poisoned by mustard gas dur- 
ing the first World War. In recent years he has come 
out with a buff-colored rash, macular and circum- 
scribed, which has an oblong patch about five inches 
long on one leg. 

As I understand it, he is thinking of making a 
claim (disability?) if he can find that there is any 
relationship between the mustard poisoning and the 
dermatologic disorder. I have looked through my 
books and can find nothing pertaining to the subject. 
Is there evidence that after this length of time the 
initial poisoning may still be present in outcroppings 
of the disease ? 


A. In my personal knowledge, which includes a con- 
siderable dermatologic experience with individuals 
who had had mustard gas poisoning in World War I, 
and on the basis of some experimental work prior to 
World War II, a skin lesion of this type is not likely to 
be related. I am not aware that anything similar has 


been described. 


Viral Infection of Respiratory Tract 


Q. During the summer of 1955, I observed perhaps a 
score of cases in children 4 to 12 years old of an ill- 
ness with fever of up to 103 degrees, conjunctivitis, 
anorexia, generalized adenopathy, often severe abdom- 
inal pain and tenderness (not colicky), often without 
diarrhea or vomiting, and with characteristic ap- 
pearance of the soft palate: prominent glistening 
points about Y2 mm. in diameter scattered centrally. 
Benign course of about three to five days. Is this pic- 
ture typical of a particular virus ? 


A. It is difficult and often unwise to propose a clinical 
diagnosis from a written description of the pertinent 
manifestations of an illness, regardless of the excellence 
of the recorded observations. Nevertheless, the three 
to five day febrile illness described, associated with 
anorexia, abdominal pain with diarrhea and/or vomit- 
ing, conjunctival injection, generalized adenopathy and 
vesicular-like pharyngitis might result from infection by 
one of the recently characterized A.P.C. (adenoidal, 
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pharyngeal, conjunctival) viral agents invading the 
respiratory tract, as well as members of the Coxsackie A 
group. The reader is advised to consult the article by 
Dingle, J. H., and Feller, A. E., (‘‘Non-Influenzal In- 
fections of the Respiratory Tract,” New England 
Journal of Medicine, 254: 465-471, 1956). 


Prevalence of Urinary Calculi 


Q. What is the incidence of urinary calculi in the popu- 
lation of the United States ? 

A. The incidence of urinary calculus formation varies 

with age, sex and geographic location. During preg- 

nancy the incidence is one-half that during non-preg- 

nancy, and in women the incidence is approximately 

one-half that of men. 

In the United States the incidence of urinary calculus 
formation is less than 0.4 per cent; in women less than 
0.2 per cent and approximately 0.1 per cent during 
pregnancy. Southern California and southern Florida 
seemingly have the highest incidence of urinary cal- 
culus formation. The incidence of recurrent calculus 
formation varies from 25 to 35 per cent. 


Ultraviolet Blood Irradiation 


Q. Could you tell me the pro and con on ultraviolet blood 
irradiation using the Knott technique ? Is it accepted ? 
For what conditions is it valuable in treatment ? 


A. This modality is not accepted as being of any value, 
except by a few physicians, either in infectious or non- 
infectious conditions. A number of articles by en- 
thusiasts have appeared, but there has never been any 
scientific proof of the efficacy of the modality. It is con- 
ceivable that some psychologic benefit might result 
from it, but its use as a psychotherapeutic agent is 
neither scientific nor economical. A wide variety of 
conditions of known and unknown etiology have been 
“treated” by this method, and it is safe to say that any 
benefit claimed has been in the minds of those con- 
vinced beforehand that it would be helpful. The method 


cannot be recommended for any condition. 


Sensitivity to Opiates 


Q. Can patients who react to opiates with severe vomiting, 
even with small doses, be desensitized to this reaction 
by administering minute doses—such as is done for 


pollen allergy? 


A. To my knowledge it is not possible to desensitize 
patients to the effect of opiates upon the vomiting re- 
flex by the administration of minute doses. 
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Unexpected Death in Infants 


Argy AND Soros define unexpected deaths in infants 
and children as both those occurring after a brief and 
apparently mild illness, and those occurring in appar- 
ently healthy infants and children. In a six-year period, 
103 autopsies were performed on such children. They 
were either dead at the time of arrival at the hospital or 
they died within 24 hours after admission. Only in ten 
patients were the deaths sudden, in previously healthy 
infants. 

Infections accounted for 42 of the 103 deaths. Sixteen 
of these had septicemia, six had bronchopneumonia and 
six had meningitis. Death was attributed to bilateral 
adrenal hemorrhage in three instances. Of the ten 
deaths occurring suddenly in previously healthy in- 
fants, agonal or post-mortem bacteriologic studies led 
to the diagnosis of pneumococcal septicemia in four and 
beta hemolytic streptococcal septicemia in two. In four, 
no cause of death was demonstrated. The mechanism 
of death in the group with only a bacteriologic post- 
mortem diagnosis remains unclear. 

Congenital malformations, especially of the heart, 
were responsible for 18 of the 103 deaths. Miscellaneous 
causes of death included intestinal obstruction (six), 
poisoning (five), fibrocystic disease of the pancreas, 
pulmonary hyaline membranes (two) and malignant 
lymphoma (two). 

In 18 patients, no immediate cause of death was ap- 
parent. Five of these patients, however, were known 
clinically to have cerebral lesions. Although cerebral 
lesions and mild bronchopneumonia were found in 
some of these cases, they were not considered adequate 
to explain unexpected death. 

There was no evidence that any child died as a result 
of sullocation, nor was there any evidence that the thy- 
mus gland was in any way responsible for these deaths. 

The authors emphasize that when such tragedies oc- 
cur, «very effort should be made to determine the exact 
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cause of death. Post-mortem studies should include 
bacteriologicand chemical investigation. Parents should 
be made to understand, whenever possible, that they 
were not in any way responsible for the death of the 
child. (J. Pediat., 49:523, 1956.) 


Chronic Staphylococcal Enteritis in Infants 


CricuTon describes a clinical syndrome of infancy asso- 
ciated with artificial feeding. He reports the case his- 
tories of nine infants, ranging in age from 4 weeks to 4 
months, with chronic gastrointestinal symptoms. Usu- 
ally there was diarrhea with foul-smelling stools con- 
taining mucus and sometimes blood. Illness was not 
acute, the infants usually being regarded as feeding 
problems. Symptoms were frequently present since the 
time of discharge from the nursery. 

In each instance, staphylococci were grown from 
stool culture. In the one fatal case, the staphylococci 
were deeply imbedded in the intestinal mucosa. Early 
diagnosis appeared to render appropriate antibiotic 
therapy more effective. 

The disease appeared, in some instances at least, to 
have been contracted in the maternity nursery. This 
possibility becomes more likely in view of the enormous 
increase in staphylococcal carrier rates in hospital pop- 
ulations. Aside from the obvious preventive aspects of 
this problem, the author recommends stool cultures 
specifically for staphylococci in infants with diarrhea. 
(J. Pediat., 49:553, 1956.) 


Anthrax Bacillus in Healthy Mill Workers 


ANTHRAX occasionally occurs in mill workers using 
goat hair, and in their family contacts. Carr and Rew 
obtained nose and throat swabs and pharyngeal wash- 
ings from healthy workers in two such mills, using 
controls that worked elsewhere. 

Of 39 subjects working in early, dusty stages of pro- 
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cessing hair (pickers, carders, combers), 11 yielded 
positive cultures for Bacillus anthracis. Of 62 working 
in later stages (drawers, spinners), three yielded posi- 
tive cultures. All samples from 43 controls were neg- 
ative. 

The authors emphasize that carriers of the anthrax 
bacillus could represent a serious danger. These find- 
ings may explain the occurrence of anthrax in the fam- 
ily contacts of mill workers, although the dissemination 
of spores via clothing or skin surfaces is not excluded. 


(J. Lab. e Clin. Med., 48:794, 1956.) 


Thrombotic Thrombocytopenic Purpura 


Soumeral and MacGillivray report a case of thrombotic 
thrombocytopenic purpura characterized by thrombo- 
cytopenic purpura, anemia and manifestations of severe 
involvement of the central nervous system. In this pa- 
tient the signs of cortical irritation with epileptiform 
seizures were associated with electroencephalographic 
changes that overshadowed the anemia and bleeding 
tendency and led to a diagnosis of a possible brain 
tumor. At autopsy, the presence of hyaline material 
eccentrically placed in the subintima of arterioles and 
capillaries without a significant inflammatory reaction 
constituted the histologic hallmark of thrombotic 
thrombocytopenic purpura. It is the absence of inflam- 
matory reaction that separates this syndrome from the 
group of hypersensitivity angiitides. (New England J. 
Med., 255 :585, 1956.) 


Hyperuricemia from Pyrazinamide 


CuLLEN and his associates noted a significant elevation 
of the serum uric acid in patients who received pyrazin- 
amide and isoniazid daily. The hyperuricemia became 
fully established three days after institution of pyrazin- 
amide-isoniazid therapy. The authors’ findings suggest 
that the pyrazinamide is the most important factor in 
the production of hyperuricemia and that isoniazid 
enhances its effect. 

Their studies indicate that there is a decreased uri- 
nary output of uric acid during pyrazinamide therapy. 
As for para-aminosalicylic acid, their observations in- 
dicate that this drug diminishes the hyperuricemic 
effect of pyrazinamide and is probably uricosuric. (Am. 


Rev. Tuberc., 75:289, 1956.) 


Idiopathic Ulcerative Esophagitis 


ACHENBACH and his associates report an unusual case 
of ulcerative disease of the esophagus, characterized by 
loss of much of the mucosa and destruction of the mus- 
cular coats. Stenosis and multiple perforations oc- 
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curred, causing abscesses in the mediastinum as well 
as in the right lung. Complicating the esophageal 
lesions were perianal abscesses and fistulas, erythema 
nodosum, migratory arthritis, pyoderma gangrenosum, 
splenomegaly and hepatic dysfunction. 

All of these complications have been described in 
ulcerative colitis and when they occur, this diagnosis 
must be considered even in the absence of colonic 
symptoms. In this patient, careful examinations ex- 
cluded disease of the colon. Removal of the esophagus 
resulted in gradual improvement and eventual cure of 
the associated arthritis, skin lesions and_ perianal 
trouble. 

No similar cases have been recorded in the literature, 
and this condition appears to be a disease similar to 
ulcerative colitis, but occurring in the esophagus. 
(New England J. Med., 255 :456, 1956.) 


Convulsive Effect of Cycloserine 


Storey and his associates comment on the convulsive 
effect of cycloserine among their 29 patients being 
treated with this antibiotic. All of the patients received 
a dose of 1 Gm. or more a day in two equally divided 
doses. Of the 29 patients who received the drug for 
more than two weeks, six had convulsions of the grand 
mal type. None of these had a history of epilepsy or 
previous convulsions. In five of the cases, the convul- 
sion occurred at the time following the morning dose 
when a peak blood level of the drug was expected. Con- 
vulsions usually occurred within the first two to four 
weeks after the onset of therapy. In four of the patients 
cycloserine therapy was resumed at a lower dose with- 
out any convulsive complications. The cycloserine 
blood levels done at or close to the time of convulsion 
in each instance were not excessive. (Antibiot. Med. & 
Clin. Therapy, 3:258, 1956.) 


Cutaneous Leishmaniasis 


LANGSJOEN reported ten cases of cutaneous Leishmania- 
sis in young American soldiers who contracted the 
disease in the Panama Canal Zone. This is largely a 
rural disease, especially prevalent in people who work 
or live in virgin timber areas. The disease is transmitted 
by the bite of an infected sand fly. Ina classic case, there 
is an oval, painless, indolent ulcer with a raised dull- 
red border and a necrotic base. Ranging upward along 
the course of lymphatics are bead-like subcutaneous 
nodules, and regional lymph nodes sometimes are en- 
larged. Diagnosis depends upon histologic demonstra- 
tion of the Leishmania organism in scrapings or in 
biopsy material. Treatment with an antimony compound 
is effective. 
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Interest in this disease should not be restricted to 
tropical areas. The incubation period ranges from two 
to six weeks, and there is usually a considerable lapse 
of time from the appearance of the lesion until it is 
identified as something more than a simple abrasion or 
insect bite. Therefore, it may be months before a pa- 
tient with cutaneous Leishmaniasis seeks medical at- 
tention. In that period of time he may have traveled far 
from the place in which the infection occurred. Langs- 
joen cites a case in which infection was incurred in 
Venezuela and diagnosed in San Francisco. (Ann. Int. 
Med., 45:623, 1956.) 


Scalene Node Biopsy 


THE LYMPH NODES anterior to the scalenus anticus mus- 
cle are in direct connection with the mediastinal nodes. 
Therefore, scalene node biopsy may provide informa- 
tion about the nature of intrathoracic disease. 

The procedure seems especially useful in cases of 
bronchogenic carcinoma. Yang notes two advantages: 
(1) A diagnosis may be obtained without thoracotomy. 
(2) In such cases and also in those in which the diag- 
nosis has already been made by other means, the results 
of biopsy have value in estimating prognosis. Thus, 
when the biopsy is positive for cancer, operability is 
questionable. 

In an experience with scalene node biopsy in 42 cases, 
Yang reports that a definite histologic diagnosis was 
obtained in 25 cases. Seventeen of these were examples 
of carcinoma. 

That yield of positive results compares favorably 
with the experience of other investigators who have 
used the procedure (see diagram below). (California 
Med., 85:165, 1956.) 


GP May 1957 


Buccal Trypsin 


INNERFIELD administered trypsin buccally in tablet form 
to 127 patients with acute inflammation and to 14 pa- 
tients with chronic inflammation. The results indicated 
a subsidence of edema and other signs of inflammation 
comparable to the effect obtained with parenterally 
administered trypsin. About one-third of the patients 
complairied of a tingling sensation along the tongue 
edge or at the site of buccal application. However, this 
complaint was much less frequent on the second treat- 
ment day and was practically gone by the third day. A 
zone of mild erythema often appeared at the site of 
application. 

Buccal trypsin tablets containing 5 mg. of crystalline 
trypsin were given every four hours for periods varying 
from one day to 27 weeks. The patients were instructed 
not to suck the tablet, but to let it dissolve against the 
cheek. 

The author believes that the high percentage of ex- 
cellent results obtained in this study is undoubtedly a 
reflection of the regularity of treatment that is not ob- 
tained with parenteral therapy because of pain or other 
side effects. (Antibiot. Med. & Clin. Therapy, 3:245, 
1956.) 


Splenic Infarction in Sickle Cell-C Disease 


Ir Is RECOGNIZED that splenic infarction can be a con- 
sequence of air travel in persons with sickle cell trait or 
sickle cell-hemoglobin C disease. Coleman and Furth 
report a case of splenic infarction occurring in associa- 
tion with commercial air travel in a young Negro 
woman with sickle cell-hemoglobin C disease. The 
splenic infarction appears to be initiated by the low- 
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ered oxygen tension. As the alveolar oxygen tension 
decreases with increasing altitude and hypoxia develops, 
intravascular sickling occurs. Blood viscosity is in- 
creased by the presence of the sickled erythrocytes 
and, in the spleen where sickle cells are selectively 
sequestered, the rate of flow of the oxygen-deficient 
blood is slowed to a point where oxygen deprivation of 
splenic tissue occurs and necrosis results. : 

Splenic infarction in association with air travel in 
Negroes with sickle cell anemia has not been reported. 
The spleen of the adult with sickle cell anemia is usu- 
ally very small and atrophic. This seems to offer an ex- 
planation for the lack of splenic infarction of air travel 
in association with sickle cell anemia. It might be ex- 
pected that splenic infarction could be precipitated in 
a child with splenomegaly and sickle cell anemia. 

To date, there have been seven cases, including the 
one reported by these authors, of associated splenic 
infarction, air travel and sickle cell-hemoglobin C dis- 
ease. 
Although the incidence of this phenomenon is low, 
it points to the importance of accurately differentiat- 
ing the variants associated with the sickling phenom- 
enon so that those patients with sickle cell-hemoglobin 
C disease can be warned of the danger of air travel. 
(Arch. Int. Med., 98:247, 1956.) 


Smoking and Cancer of the Bladder 


BECAUSE OF THE REPORT of the production of urinary 
bladder cancers in mice by the intraoral application of 
tobacco tar, Lilienfeld and his associates attempted to 
learn if a similar relationship exists in humans. The 
method of study consisted of a comparison of the his- 
tories of tobacco use in two groups of patients—those 
with urinary bladder cancer and those with other can- 
cers or with noncancerous conditions. The other can- 
cers selected for study were cancer of the prostate in 
the case of men, and cancer of the breast in women. The 
noncancerous conditions consisted of the following two 
groups: (1) benign lesions of the bladder, and (2) a 
group of patients in whom no specific disease or path- 
ologic process was found by various diagnostic tests. 

In view of the previous studies concerning the asso- 
ciation of lung cancer with cigarette smoking, the au- 
thors included men with lung cancer in their com- 
parisons. 

Analysis of the records indicated that a significantly 
larger proportion of men with urinary bladder cancers 
smoked cigarettes than did other classes of patients 
chosen for comparison. This association was limited to 
those who gave a history of having smoked for 30 years 
or more. The association was of a lower degree than 
that found with regard to lung cancer. Although it is 
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clear from these data that cigarette smoking is a caus! 
agent, it is not a specific agent in the sense that it is one 
whose presence is necessary for the production of t\ie 
disease. This is indicated particularly in the case of 
women with bladder cancer where no association with 
cigarette smoking was found. (Arch. Int. Med., 98:129, 
1956.) 


Vascularity of Ligamentum Teres 


THE VASCULAR sTATus of the ligamentum teres was 
examined histopathologically by Garcia, McDonald and 
Coventry in 50 specimens removed at arthroplasty. 
In cases of ununited fracture of the femoral head the 
ligament was avascular. Normal vascularization of the 
ligamentum teres was sometimes found in association 
with other pathologic conditions of the hip. However, 
diminished vascularity was often associated with de- 
generative osteoarthritis and with avascular necrosis 
and cystic changes of the head of the femur. (Prec. 
Staff Meet., Mayo Clin., 31:599, 1956.) 


Serum Bilirubin Determination 


IN A REVIEW of experience during the past ten years 
in relation to the clinical problems of jaundice, liver 
disease, biliary tract disease, and anemia, Watson con- 
cluded that serum bilirubin determinations have an 
important place in diagnosis. For optimal value, three 
figures should be ascertained : the one-minute bilirubin, 
the total bilirubin, and the bilirubin ratio (one-minute 
bilirubin: total bilirubin). 

Although the total bilirubin value may be normal, 
the one-minute bilirubin value is sometimes increased 
in cases of early hepatitis, cirrhosis, common duct 
stone, and carcinoma of the liver. Normally, the one- 
minute bilirubin value is less than 0.3 mg. per 100 cc. 
An elevation above that level, although not diagnostic 
of the cause for trouble, points to the presence of 
disease of the liver or biliary tract. 

The maximum normal value for total bilirubin is 
1.5 mg. per 100 cc. When that value is increased and 
the bilirubin ratio is less than 20 per cent, the finding 
may be considered characteristic of hemolytic disease 
or of one type of constitutional hepatic dysfunction. 

Most patients with jaundice due to intrinsic liver 
disease have a bilirubin ratio in the same general range 
as found in cases of biliary obstruction (45 per cent 
to 80 per cent). However, Watson notes that there is 
a significant group of cases with diffuse liver disease 
in which ratios below 40 per cent are encountered. 
The finding of such a ratio—particularly one below 
35 per cent—makes a diagnosis of biliary obstruction 
highly unlikely. (Ann. Int. Med., 45:351, 1956.) 
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Ammonia in Transfused Blood 


Iv HAS BEEN SUGGESTED by several authors that the nor- 
mal circulating ammonia level may be zero, but that 
significant concentrations develop within minutes after 
shedding. Spear, Sass and Cincotti investigated am- 
monia levels in bank blood stored at 4°C. for periods up 
to 25 days. Their findings indicated that marked in- 
creases in ammonia concentration occur in blood dur- 
ing storage. This increase is nearly linear over most of 
the storage period (see figure at right). The addition 
of glutamate resulted in a mean reduction of 22 per 
cent in the formation of ammonia throughout the stor- 
age period. 

Clearly, these findings have clinical importance. 
Since normal bank blood may have ammonia concen+ 
trations up to 900 micrograms per 100 cc. or higher, a 
considerable quantity of ammonia may be administered 
to some patients. In the cirrhotic patient, neurologic 
manifestations may occur. There is correlation between 
coma and other motor derangements of hepatic insufhi- 
ciency and blood ammonia. Thus, it appears that bank 
blood used in such patients should be at an early stage 
in its storage life. (J. Lab. ¢ Clin. Med., 48:702, 1956.) 


Identification of Human Tubercle Bacilli 


Heretorore, identification of human tubercle bacilli 
has depended upon tedious cultural techniques. Know- 
ing that niacin production varies for different types of 
mycobacteria, Konno has devised a simple chemical 
technique for estimation of the amount of niacin pro- 
duced by cultures of mycobacteria. 

A positive test for niacin was obtained only with cul- 
tures of human-type tubercle bacilli. Other mycobac- 
teria (bovine, avian, nonpathogenic mycobacteria and 
the group of “atypical acid-fast bacilli”) do not give a 
positive test. In the case of the human-type tubercle 
bacilli a positive test was obtained with standard labora- 
tory strains as well as with strains obtained directly from 
patients. The results of the test were not influenced by 
factors in the organisms such as virulence or sensitivity 
to antituberculosis drugs. In the instance of other types 
of mycobacteria, a negative test was obtained whether 
or not the organisms were virulent. (Sctence, 124:985, 
1956.) 


Dionosil in Bronchography 


Dionosit was used by Boren and Miller in 31 patients 
who required bronchograms. Complications were not 
encountered during bronchography. Occasionally there 
was cough that was easily controlled through patient 
cooperation, and in no instance were films unobtain- 
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able because of cough. The number of satisfactory films 
was comparable to that obtained using iodized oil. 
Clearing of the medium occurred in most cases within 
24 hours. Gastrointestinal symptoms from swallowing 
of Dionosil did not occur. Since there is no breakdown 
of free iodine, complications related to iodism do not 
occur. (Am. Rev. Tuberc., 74:178, 1956.) 


Vancomycin—A Preliminary Report 


GERACI AND COWORKERS provide a preliminary report on 
a new bactericidal antibiotic that acts primarily against 
gram-positive bacteria. Laboratory studies indicate that 
it may be especially useful against micrococci. Resist- 
ance on the part of such organisms develops only slowly 
and to slight degree. 

Vancomycin is not absorbed when it is given by 
mouth, so that parenteral (intravenous) administration 
would be required in all cases except those of micro- 
coccal enterocolitis. When the antibiotic is injected in- 
travenously, it provides adequate serum concentrations 
for significant periods of time. It diffuses readily into 
pleural fluid, pericardial fluid, synovial fluid and ascitic 
fluid. It does not enter the spinal fluid through the nor- 
mal meninges. Concentrations in the urine after intra- 
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venous administration are exceedingly high, suggesting 
that the antibiotic is excreted chiefly through the kid- 
neys. Only small quantities get into bile. 

Toxic effects of the antibiotic have been infrequent— 
an occasional chill, dermatitis in some persons, and 
minimal to severe localized phlebitis. 

The report included an analysis of results of admin- 
istration of vancomycin intravenously to nine patients 
with micrococcal infections. The therapeutic effective- 
ness of the drug was most convincingly demonstrated 
in a case of acute micrococcal endocarditis. (Proc. Staff 
Meet., Mayo Clin., 31:564, 1956.) 


Ligation of Esophageal Varices 


WHEN BLEEDING occurs from esophageal varices in a 
patient having portal cirrhosis, he is in double jeopardy. 
Death may result from loss of blood, or if this does not 
happen, hepatic coma may ensue as a consequence of 
absorption of nitrogenous products of hemoglobin de- 
composition in the intestine. Welch therefore urges 
control of hemorrhage as early as possible. In his ex- 
perience, the tamponade method with a Sengstaken 
balloon tube has been satisfactory only as an initial 
step. He considers surgical ligation of the varices as the 
only certain method of control. 

Welch reports an experience with ligation of bleed- 
ing varices in five consecutive patients, using an ab- 
dominal approach. Three patients were poor risks, and 
although the operation successfully stopped hemor- 
rhage, the patients died. The other two patients were 
in better condition at the time of operation, and the 
procedure was entirely successful. The author warns, 
however, that ligation of varices does not remove the 
need for portacaval shunt, preferably to be done as soon 
as possible after recovery from the first operation. 

Welch believes that the abdominal approach to bleed- 
ing varices is superior to the transthoracic approach, 
because celiotomy permits the surgeon to deal with any 
gastric or duodenal lesion that may be present, and it 
is technically easier and faster than thoracotomy. (New 
England J. Med., 255 :677, 1956.) 


Dangers of Cat Bite 


LOCALIZED HUMAN INFECTION by Pasteurella multocida 
sometimes follows the bite of an animal. The cat is the 
most frequent offender, but other animals have been in- 
volved (dog, rat, rabbit, panther). 

In describing three cases of Pasteurella infection from 
cat bites, Byrne, Boyd and Daly noted that the needle- 
like teeth of the cat impose an added risk of osteomye- 
litis as a result of penetration of bone. They described 
the course of a typical infection as follows: 
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“Soon after the bite the area becomes painful, red. 
tender, and markedly edematous, with an ascending 
lymphangitis and lymphadenitis. In the absence of an- 
tibiotic therapy an abscess almost always develops at the 
site of bite which heals slowly for weeks to months.” 

Treatment of Pasteurella infection resulting from cat 
bite had better be carried out in the hospital. Roent- 
genograms are made for the purpose of detecting osteo- 
myelitis. Pending reports of wound cultures, penicillin 
is administered. Osteomyelitis may require surgical in- 
cision. 

For prophylaxis of this type of infection, the authors 
recommended treatment of cat bites as follows: 

1. Cleansing with soap and water; sterile dressing. 

2. Prophylactic tetanus antitoxin or toxoid. 

* 3. Procaine penicillin, 600,000 units daily for four 
days. (Surg., Gynec. & Obst., 103:57, 1956.) 


Studies of Intestinal Absorption 


A TEST MEAL with I'*!-labeled fat was used by Ruffin 
and his associates as a simple, accurate and reliable 
method of determining absorption of fat. A decrease of 
the radioisotope blood level and an increase in the 
radioactive content of the stool was indicative of im- 
paired absorption of fat. 

In 44 patients whose histories did not suggest organic 
disease of the gastrointestinal tract, the blood levels as 
well as the content of radioactive material in the stool 
were within normal limits. In 18 patients with confirmed 
chronic relapsing pancreatitis, there was evidence of im- 
paired absorption of fat in 13. There were 13 patients 
with proved carcinoma of the pancreas. The blood levels 
in this group were markedly lowered, and the radio- 
active material in the stool was greatly elevated in all 
but one patient. It was interesting that 12 of the 13 
patients with carcinoma of the pancreas with abnormal 
levels had the lesion located in the head of the pancreas, 
whereas in the patient whose findings were normal, the 
carcinoma was in the body and tail. 

Five patients with sprue were studied. Four of these 
were in clinical remission and the absorption studies 
were within normal limits. However there was evidence 
of impaired fat absorption in the patient in relapse. In- 
dividuals with small bowel disease invariably had 
marked impairment of fat absorption. 

The authors studied 79 patients who had had surgery 
for peptic ulcer. Fifty-three per cent of these patients 
had significant interference with the absorption of fat. 
The authors note that appreciable weight loss is fairly 
common in post-resection and post-vagotomy patients. 
Their findings suggest that one of the factors causing 
weight loss in this group is impaired fat absorption. 

One of the conclusions of this study is that an abnor- 
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mal test is strongly suggestive of pancreatitis or car- 
cinoma of the pancreas in the absence of small bowel 
disease, pyloric obstruction or previous gastric surgery. 


(New England J. Med., 255 :594, 1956.) 


Stupor Following Portacaval Shunt 


FisHER AND FaLoon report a case of hepatic cirrhosis in 
which 12 episodes of coma or deep stupor followed 
portacaval shunt. These episodes could be related to 
intolerance to more than 25 Gm. of dietary protein 
ingested orally, to protein hydrolysate infusions or to 
oral administration of ammonium chloride. 

The speed of onset of stupor was roughly propor- 
tional to the amount of protein ingested. Thus, 125 
Gm. of protein precipitated coma in three days, whereas 
35 Gm. daily required nine days to produce deep stupor 
on one occasion and five days on another. 

The authors noted that bacterial action upon urea 
and other nitrogenous compounds in the gastrointes- 
tinal tract is a probable mechanism for ammonia pro- 
duction. Therefore, they attempted to eliminate or to 
alter the bacterial flora of the intestine by the use of 
neomycin. After initiation of neomycin the blood am- 
monia levels were consistently lower than those ob- 
tained before such therapy, and as a matter of fact, the 
majority were within normal limits. Protein intake was 
progressively increased to as high as 90 Gm. daily dur- 
ing this time without untoward effect. 


EVALUATION OF SPLENIC PUNCTURE AS A DIAGNOSTIC AID IN 60 CASES. 


On six occasions a temperature drop to below 97°F. 
was noted on the day before the onset of stupor. (New 
England J. Med., 255:589, 1956.) 


Evaluation of Splenic Puncture 


SHIELDS AND Harcraves were of the opinion that 
splenic puncture has less diagnostic value than has 
been suggested by some authorities. In order to sub- 
stantiate that thought, they appraised the use of the 
technique in 60 patients having some hematologic or 
allied disorder associated with a palpably enlarged 
spleen. The authors’ rating of the diagnostic value of 
splenic puncture is shown in the diagram below. 

There were 18 patients in the group having malig- 
nant reticulosis (reticulum cell sarcoma, myeloma, 
subleukemic reticuloendotheliosis, and Hodgkin’s dis- 
ease). In 25 to 30 per cent of those patients, splenic 
puncture yielded sufficient numbers of atypical or 
neoplastic-appearing cells to be diagnostic. In some 
other cases of malignant reticulosis, splenic puncture 
was helpful but not absolutely essential to diagnosis. 

In cases of myeloid metaplasia, splenic puncture 
often was helpful, though not truly necessary to sup- 
port the diagnosis. As a matter of fact, the authors 
stated that a presumptive diagnosis .of myeloid meta- 
plasia, based on examination of peripheral blood 
smears, rarely needs confirmation by splenic puncture. 
(Proc. Staff Meet., Mayo Clin., 31:440, 1956.) 
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es Possibly misleading 
Misleading 
Not known 
Number of cases 5 10 15 20 


The Kremlin, an ancient fort on the River Moskva, has been the seat of the Soviet government since 1918. It can be visited only by special permit. 


The ornate and ancient cathedral of St. Basil is a familiar landmark in Moscow. These farm children are trusted cattle herders in Georgia, U.S.S.R. 
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RUSSIAN MEDICINE TODAY 


One of America’s leading science writers, 

Rennie Taylor of the Associated Press, San Francisco, 
and Academy Member Lloyd F. Smith, 

Monrovia, Calif., recently observed medicine 

behind the Iron Curtain. Their impressions 

of Russian health and medical care are recorded for GP 
in the following companion articles. 


A Science Writer Visits Russia. . . 


RENNIE TAYLOR 


Some of the long existing curiosity about medicine be- 
hind the Iron Curtain has been dissolved as the result 
of a tour by a group of American physicians, mostly 
Californians, who recently slipped into and out of 
Russia between world crises. 

In ten days, which happened to coincide with a lull 
in the Suez trouble and to precede the revolt in Hun- 
gary, the Americans got a look at leading research 
centers, medical schools and hospitals in Moscow and 
Leningrad. 

A few of the things they saw were spectacular but 
they rated only two or three as outstandingly new or 
different. 

Among other things they learned: 

That Russia apparently has more doctors per capita 
than the United States, and is aiming at proportion- 
ately still greater numbers. i 

That women outnumber men about seven to one in 
the medical profession. 
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That probably less than 85 per cent of Russia’s 
doctors can afford automobiles. 

And that mental disease and alcoholism are as much 
of a medical problem in the Soviet way of life as in any 
laissez faire capitalist country. 


Manage to Communicate 


In spite of language handicaps the American and 
Russian physicians were able to communicate even 
when the efforts of interpreters bogged down. Some 
of the Americans spoke French or German; so did a 
few of the Russians, and an occasional one could 
handle English. Medical language did the rest. 

The Americans found the individual Russians 
friendly, not only at the medical level, but also in the 
street. Often a straying member of the group found 
himself surrounded by curious Russians who stared 
admiringly at his clothes and camera and posed will- 
ingly for pictures. There was no restriction on photog- 
raphy, except that Intourist officials asked the visitors 
not to take pictures of bridges. 

Living accommodations were well below American 
standards, even in the so-called luxury hotels. Hot 
water often was lacking and sometimes the rooms were 
cold. The food was adequate but often disappointingly 
different. Fruit juices were scarce. The tea was good 
but the coffee was mainly ersatz. The vodka was as 
advertised and there were a few passable wines from 
the Caucasus. 

Probably the most disquieting thing about the whole 
ten days was the virtual news blackout for the Ameri- 
cans during a critical period. To the visitors the Rus- 
sian radio news broadcasts were meaningless, the news- 
papers unreadable except for an occasional two-day 
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Dr. Vishnevsky does an operation on an 8-year-old boy with a tetral- 
ogy of Fallot. Note the number of physicians and attendants in the 
operating room. In all, there were about 25, some not showing in the 
picture. 


old copy of the continental edition of the New York 
Times or Herald-Tribune. 

The uncertainties were unforeseeable, of course, 
when the tour plan first took form in the offices of the 
California Medical Association in San Francisco months 
before. 

Some time after the United States government began 
issuing passports to Russia, a development that fol- 
lowed the celebrated Summit conference at Geneva, 
overseas airlines and travel agencies began planning 
trips to the Soviet Union. An airline representative 
(TWA) offered a package deal to the CMA for an 18,000 


mile tour of Russia and several European countries. 


Curiosity Is Impetus 


Curiosity about Soviet medicine was the thing that 
gave the project its impetus. For years Americans had 
been hearing about Russian medical achievements. 
But there had been no direct observation, except by five 
physicians, picked by the National Institutes of Health, 
who made a quick trip into the U.S.S.R. a few weeks 
ahead of the Californians. 

“Since the international situation was relatively 
quiet at time,” said John Hunton, CMA executive 
secretary, “we agreed to pass the airline proposal on 
to our membership. The response was immediate and 
enthusiastic. Even some doctors outside of California 
heard about it and asked to be included.” 

The tour list soon contained the names of 42 
persons. Then Egypt seized the Suez canal and the 
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cold war got a new warmup. Cancellations began io 
come. The list went up or down almost daily as the 
situation changed for better or worse. At one time it 
dropped to 28 names. By takeoff time, October 2, it 
stood at 36. Even that was a large number for a long 
medical odyssey. 

There were 18 doctors of medicine, including five 
general practitioners, on the final roster. Most of the 
physicians were accompanied by their wives. 

The program started with four days in Paris, where 
the Americans saw the anticancer center in suburban 
Villejuif, surgery at Boucicault Hospital, and the New 
Faculty of Medicine at the University of Paris. 

The Paris medical school probably is the world’s 
largest single plant for training physicians and sur- 
geons. Its magnificent new building has six miles of 
corridors and a lot of new equipment that would stir 
the envy of many an American dean of medicine. It 
graduates 1,200 students yearly. 


Traveled ‘Soft Class’ 


Entry into Russia was via train, an overnight trip 
from Helsinki to Leningrad. Here the party traveled 
**soft class,’ which means thin mattresses in the bunk- 
like berths. Hard class berths have no cushioning. 

Customs formalities were minimal. Leningrad was 
colorless, leaden-gray and foggy-cold but not freezing; 
its people friendly, its ballet superb and its food heavy. 

In a time-worn little laboratory outside the old czarist 
capital where Ivan Pavlov demonstrated the condi- 
tioned reflex a half century ago, the visitors were told 
about the experimental use of conditioning to treat 
peptic ulcer. 

The technique involved the use of deception and 
amounted to a benevolent kind of brainwashing. 

Prof. Erwand S. Airapetianz, of the Pavlov Institute 
staff, who did the work, explained that the patient was 
hooked up to a variety of instruments for the simul- 
taneous recording of blood pressure, pulse and respi- 
ration. These instruments were kept out of the patient’s 
sight. But a single dial, marked from 1 to 10, which 
Airapetianz could manipulate at will, was placed in 
full view of the subject. 

Watching his real instruments, Professor Airapetianz 
could observe the onset and course of stomach spasm. 
During the first few attacks he permitted the hand on 
the fake dial to rise slowly to 5. This was done to fix 
in the patient’s mind the figure 5 as climactic. 

Then the experimenter picked a time when the stom- 
ach was quiet and started the hand on the phony dial 
slowly upward. By the time the indicator reached the 
dread figure 5, the instruments were recording all the 
conditions of a real attack. 
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Finally Professor Airapetianz began holding down 
the false recordings during actual spasms. He allowed 
the warning indicator to rise a little but never to reach 
the critical figure. Under this procedure, which also 
included a bland diet and other conventional measures, 
the spasms came progressively farther apart. 


Note Healing Effects 


“With this method,” the experimenter said, “we 
have kept patients with known ulcers free of pain for 
as long as five days. We believe some healing took place 
during these periods. We think also that the method 
can be used to keep the stomach muscles quiet suf- 
ficiently long to permit full healing of an ulcer.” 

A Pavlov discovery is being used also in a technique 
to detect brain tumor or other brain pathology. The 
Americans saw a test of this at the Leningrad Neuro- 
logical Institute. It was explained by Dr. Ivan Vashkin, 
a surgeon. 

Pavlov determined that a tumor or other lesion in 
a dog’s brain caused a reduction in the saliva flow on 
the homolateral side. 

Small suction cups were attached to the sublingual 
area on either side and connected to separate recepta- 
cles by flexible tubes. A citric acid solution administered 
orally speeded the flow. In a matter of minutes the 
patient showed a 30 per cent lower output on the left 
than on the right. 

Precise spotting of a lesion is left to x-ray procedure. 
But the saliva test reduces the amount of radiologic 
work and otherwise saves much laboratory time, Dr. 
Vashkin said. 

Russia’s most famous train, the Red Arrow (sched- 
uled speed about 45 m.p.h.) took the Americans over- 
night to Moscow, where they found more Pavlovian 
medicine and saw some of the country’s leading sur- 
geons in action. 

The Soviet psychiatrists combine Pavlov theories 
with sleep therapy as their foremost method of treating 
mental disease, which seems about as prevalent as in 
the western world. Clear-cut statistics on this were not 
available on short notice, however. 

The Russian theory holds that some psychopathic 
patterns, especially the depressive states, arise from 
inhibitory functions acquired by nerve cells in the 
course of phylogenesis. 


Electro-Sleep Effective 


At the Second Medical Institute, one of the largest 
research and teaching centers, Prof. O. B. Kerbikov, 
chief of psychiatry, said good results had been achieved 
against neuroses and psychogenic reactions character- 
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ized by asthenic depression with electro-sleep, which 
he differentiated from electronarcosis. 

Electro-sleep, he said, utilizes a current too weak 
to be felt. It is applied by electrodes over the eyes and 
at the back of the head in very short rhythmic pulses 
for periods of two hours. As many as ten treatments are 
given a patient in 24 hours, 

The treatment produces drowsiness and euphoria 
and in some cases falls short of causing actual sleep, 
but its general effect is to increase greatly the total 
number of sleeping hours. 

The method was described as valueless in schizo- 
phrenia. It often aggravates presenile psychosis and 
anxiety or agitated depression. Just why it works in 
many of the depressive states is not understood. 

Intravenous alcohol in saline-glucose solutions pro- 
duces good remissions via the sleep route in about half 
the schizophrenic cases in which it is used, Professor 
Kerbikov said. It yields even better results in some 


A 45-year-old man is prepared for a left pneumonectomy for cancer. 
Women physicians and nurses did the preliminary work. The surgery 
was performed under local anesthesia (one-fourth of 1 per cent pro- 
caine, which is used in large quantities by Russian surgeons). 
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patients with “protective inhibition.” It is used in con- 
centrations ranging from 12 to 25 per cent and injected 
slowly to maintain a blood level of 100 to 170 milligrams 
per 100 milliliters. It is not used on children. 

Subcutaneous injections of nitrous oxide are used 
to produce euphoria or sleep in depressed and agitated 
patients and in those suffering from insomnia. Injec- 
tion provides a reservoir from which the gas is ab- 
sorbed slowly, with prolonged effect. 

The barbiturates, rauwolfias and chlorpromazine, 
are used but the Soviet doctors said they had not 
heard of meprobamate and some of the other newer 
tranquilizers. 


Electro-Sleep for Hypertension 


Electro-sleep, again in its Pavlovian connotations, 
comes into play also against hypertension. This is done 
at the Moscow Institute of Therapy, where internists 
are trained. 

Professor Spransky, the director, told the visitors 
that hypertension not traceable to organic trouble starts 
with a “cortical neurosis” and that electro-sleep is the 
treatment of choice. Some patients respond so well that 
their blood pressure drops to normal after a treatment, 
he said. 

Alcoholism admittedly is a medical problem. Liquor 
is expensive but easy to get—by the bottle in stores 
and by the drink in restaurants, although the country 
had just undergone a series of restrictive measures. A 
propaganda campaign and some stiff penalties for of- 
fenses involving drink followed a report by the spirits 
industry that alcohol consumption increased by 15 per 
cent in 1955 over the year previous. 

However, Dr. Alexander Rapaport, who supervises 
the alcoholism treatment program, said liquor is less 
of a problem now than in czarist days. He gave figures 
indicating a slowly declining percentage of hospital 
admissions for alcoholism. 

The main treatment, administered mostly in out- 
patient clinics, is drug-induced conditioning. Usually 
it is the administration of alcohol and either apomor- 
phine or antabuse to produce violent reaction. This 
and other measures have yielded 30 per cent cures in 
one- to two-year follow-ups, Dr. Rapaport said. 

A sutureless anastomosis in a Blalock-Taussig oper- 
ation featured a visit to the Moscow Institute of Surgery. 
This was performed by Dr. Alexander Vishnevsky, a 
major general in the Red army and son of the institute’s 
founder. 

A tantalum ring takes the place of stitches. It not 
only closes the wounds but also is supposed to assure 
patency of the artificial ductus’ which is established 
between the subclavian and pulmonary arteries. 
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The incision edges are folded back so that both blood 
vessels are in effect turned inside out for a short dis- 
tance. The homograft -nds are folded outside in and 
meshed into the matching folds of the arteries. The 
ring goes into each overlap to hold the double folds 
together. 


Forestall Surgical Shock 


Dr. Vishnevsky also described what he termed an 
effective method of forestalling surgical shock by gang- 
lionic blocking with procaine. 

The anesthetic is injected bilaterally at a point be- 
hind the sternocleidomastoid muscle. The blocking is 
supposed to control the activity and tonus of the blood 
vessels. Dr. Vishnevsky said he had used the method 
successfully in about 40 cases. It is used also to relieve 
congestion in refractory cases of pneumonia, but only 
as a last resort. 

Russian surgeons use local anesthesia extensively in 
abdominal and thoracic cases. A one-fourth of 1 per 
cent solution of procaine is standard and as much as 
one liter is used in major surgery. The procedure is to 
infiltrate with procaine and incise by steps, sometimes 
even to bathe the wound with the anesthetic. Dr. 
Vishnevsky said local anesthesia produces less shock 
and earlier recovery than general anesthesia. The 
Americans viewed this as an indication that Russian 
anesthesiology has not progressed as it has in Western 
medicine. 

On the basis of figures given the visitors, Russia is 
producing more than three times as many physicians 
as the United States and seems to be pursuing the idea 
that disease can be overwhelmed with medical man- 
power. 

The total number of health workers, including non- 
medical personnel, was reported as about one million 
—which is one health worker for every 200 of popu- 
lation. 

Officially the Soviet Union has 330,000 doctors, 
290,000 of them women. This is about one physician 
for each 600 persons in the country. The United 
States has about 218,000 physicians, or about one for 
every 700 persons. 


High Doctor-Patient Ratio 


Some of the Russian spokesmen talked about a goal 
of one doctor for each 100 persons, a ratio which they 
thought would drive disease to an irreducible minimum. 
The dimensions of the Russian medical education sys- 
tem appear to be capable of achieving something ap- 
proaching this goal. 

Dr. Kerbikov supplied the figures. His own institu- 
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tion, the Second Medical Institute, one of the largest 
medical schools in the world, has a student body of 
4,000 and graduates 600 yearly. 

There are about 80 medical schools in the Soviet 
Union and they graduate approximately 23,000 stu- 
dents each year, Dr. Kerbikov explained. This dwarfs 
physician training in the United States, which now 
has 83 schools and turns out about 7,000 graduates 
annually. 

Medical education is free. The great majority of stu- 
dents also get government stipends. The Second In- 
stitute always has about ten times as many applicants 
as it can accommodate. The successful ones are chosen 
by competitive examination. 

Courses are roughly the same as in the United States 
—two years of premed, four of advanced instruction 
then a year or two of interning and finally a job in prac- 
tice or administration. 

There was some evidence that Russian doctors do 
not work so hard as their American counterparts. In 
hospitals and institutes their hours are fixed by routine. 
Many are employed in industrial plants, where they 
have a 6 %-hour day six days a week. District clinics, 
which carry the great bulk of the medical load, provide 
strictly routine hours. 

A concensus of several Russian doctors was that pay 
for a practicing physician starts at about 400 rubles a 
month. The ruble officially is worth 25 cents, an un- 
realistically high value. But Russian prices are cor- 
respondingly high, so the beginning doctor’s $100 a 
month will buy in Russia just about what $100 will buy 
in the United States. 


Women Doctors Prominent 


A physician going through an institute for a re- 
fresher or specialized course gets about 700 rubles 
monthly. One of the top-salaried doctors in the U.S.S.R. 
is Dr. V. S. Balakina, a woman. She directs the Lenin- 
grad Emergency Hospital, which does research for the 
whole country on accidents and industrial injuries. 
She told the Americans her salary was 4,800 rubles a 
month and that of her assistant director, a man, 4,000 
rubles. 

A casual group of Russian doctors at one of the con- 
ferences expressed the belief that less than 85 per cent 
of the physicians can afford automobiles. A medium 
bracket Russian car costs about 10,000 rubles but there 
are cheaper ones. 

Many doctors fare better, however, than the salary 
figures indicate, because in a great number of instances 
they get free housing and other benefits. 

Women predominate in the profession, Dr. Kerbikov 
said, because the military services pre-empted the coun- 
try’s manpower during World War II. The medical 
schools then were filled with women. Only recently 
has the sex ratio begun to change. Dr. Kerbikov said 
the enrollment in his institution still is 60 per cent 
women. 

As a group, the Americans unofficially summed up 
Russian medicine as adequate but not quite so good 
as in the United States. They judged Russian medical 
education to be good, but less broad in general scope 
and probably not so highly developed in the specialty 
fields as in their own country. 


WHAT OTHERS ARE SAYING... 


Quick, Ahab, the Miltown! 


We May BE hopelessly old-fashioned, but we confess to a 
tremor of dread in reading that scientists have pumped 
tranquilizing drugs into that titan of the sea, the whale. 
The inventive scientists used a specially constructed har- 
poon to send the largest recorded dose of Serpasil swim- 
ming through the blood of a 50-foot-long gray whale. The 
object of the expériment, conducted off the Catalina Is- 
lands in California, was to make an electrocardiogram of 
the whale—but we’ll bet the whaling industry was watching 
with interest, too. 

What would Herman Melville have said about this in- 
credible notion? We can imagine Moby Dick rewritten today 
with Captain Ahab pursuing the White Whale with a needle 
packed with Miltown—and, in a revised climax, the great 
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beast finally lolling affectionately alongside the Pequod, 
squirting playfully, and casting moony eyes as Ahab loosed 
the fatal harpoon. That is, if Ahab himself were not in his 
cabin, happily gobbling pills like popcorn. 

Moby Dick, after all, was the embodiment of all evil to 
Captain Ahab, and in Melville’s simple era, evil was some- 
thing to get excited about. Some thinkers have speculated 
that the British Empire might still be intact if King George 
could have fed the right pills to Sam Adams, Tom Paine, 
Patrick Henry and other incorrigibly dyspeptic characters. 

In short, we view with misgivings the reckless use of tran- 
quilizing drugs. Doubtless these drugs are a boon to mental 
hospitals and, when properly prescribed, are helpful for a 
number of nervous ailments. But, like Melville, we cling to 
the notion that an aroused passion is frequently a necessary 
spur to change and a state of blissful tranquillity is a mixed 
blessing. We were secretly delighted when the gray whale 
foiled the scientists and swam off, hiccuping Serpasil but 
free nonetheless. THe Wasuincton Post, February 5, 1957. 
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These top doctors of the Russian Academy of Medical Sciences have 
seldom been photographed, and to the author’s knowledge this is 
the only group picture of them to come out of Russia. These doctors 
actually decide most of what happens in the U.S.S.R. medical field. 
Seated from left to right are Bakoulev (president, surgeon); Timakev 
(secretary, microbiologist); and Nesterov (vice president, internist). 
Standing, left to right, are Popov (psychiatrist) and Rudnev (infectious 
diseases). 


Doctors visiting Moscow presented a cosmopolitan touch. The United 
States doctors spoke to doctors from China, India, Japan, Indonesia, 
North Korea, Ethiopia and every satellite country in Europe. Almost all 
spoke English with a British accent. These three Polish doctors were 
listening ot the Institute of Therapy to what the Soviet doctors were 
learning about hypertension. Their reactions seem mixed. 
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A Family Doctor Visits Russia... . 


LLOYD F. SMITH, M.D. 


ALMOST EVERYONE who visits Russia these days sooner 
or later reports something of what he saw or heard, or 
thought he saw or heard. One of my stories may illustrate 
the point. It may warn against wrapping up all about 
Russia, or even Russian medicine, in simple clichés. 
There are facets of mysticism about Russians that 
those unacquainted with Russian literature may find 
startling. 

Jacob Borodin went with me as interpreter on many 
visits to medical institutions. He had never been in- 
side an operating room or a delivery room until he es- 
corted me. While watching an appendectomy at the 
Skliphosovsky Hospital in Moscow, and again at two 
deliveries at the Institute of Obstetrics and Gynecology, 
Jacob began to faint. 


Praise American Method 


Both times the same thing happened. I noted his 
symptoms early, pointed him toward the exit, motioned 
Russian doctors and medical personnel to attend to 
him, and turned again to watch the procedure. Both 
times Jacob left the room, to return shortly, chalky 
white, barely able to navigate. 

Both times I led him to a chair, sat him down and 
forced his head between his knees. After thinking this 
over for a time, Jacob said by way of compliment, “Ah, 
the American method is very good.” 

Why didn’t some Russian doctor or nurse make 
Jacob lie down, or sit down, and put his head below 
his heart level? Did no one else observe his imminent 
collapse? Did no one care? Did no one know what to 
do? This last is simply incredible. 


Travels Independently 


Our tour party of 39 left California on October 2, 
1956, sponsored by the California Medical Association, 
to celebrate its one-hundredth anniversary. We stayed 
in Leningrad from October 10 to 13 and in Moscow 
from October 14 to 19. We also visited Paris, Helsinki, 
Vienna, Rome, Madrid and Lisbon. 

Because we were seeing little of medical practice in 
Russia, I struck out on my own in Moscow and extended 
my visa until October 24. To give some idea of what 
we saw in Russia, the following table will help: 
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Name of No. of MD’S 
Institution Visiting 
Institute of Chest Surgery. 1 
2 
Skliphosovsky General Hospital................... 1 
Second Moscow Medical Institute................. 13 
Academy of Medical Sciences ....................- 1 


As is evident, most of the above were seen by myself 
alone, or in the company of one, two or three others. 
To the best of my knowledge, the only other medical 
institutions seen by any of our party were a Lenin- 
grad Emergency Hospital, Vishnevsky Institute of Sur- 
gery, an obstetric hospital and an Institute of Plastic 
Surgery. 

Where larger groups visited, accompanied by their 
wives and others on the tour, the visit consisted chiefly 
of a formal talk by the director of the institution and a 
quick walk-through. Hence, the tour was a disappoint- 
ment in its medical aspects. Leaving the tour provided 
a far better chance to view some varied aspects of Soviet 
medicine. 

A lucky break helped my visit. Professor Rasumichin, 
director of the Lenin General Hospital in Leningrad, 
proffered a note of introduction to Prof. A. Bakoulev, 
president of the Academy of Medical Sciences of the 
U.S.S.R. Delivered in Moscow to Professor Bakoulev, 
this note opened many doors. 


Russian Doctors Friendly 


In the Soviet Union, the Academy of Medical Sci- 
ences decides much of the medical program, from pure 
research to treatment in the clinics and hospitals. To- 
gether with the Ministry of Health, the Academy dom- 
inates the medical field. Their exact interrelationship 
is too complex to discuss here, but the fact that the 
five top members of the Academy gave so generously 
of their time to an unknown American G.P. speaks 
eloquently of the friendliness of Russian doctors gen- 
erally, once you get to meet them. 

On October 18, I observed a patient having a check- 
up at the Skliphosovsky Hospital. Professor Petrov had 
removed her cancerous esophagus nine years previous- 
ly, using a posterior approach. Later he transplanted a 
section of jejunum below the skin to the throat. The 


ala stage united the upper end of the jejunum to the 
Toat. 
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This woman posed willingly for pictures, swallowed 
a glass of water to demonstrate how her new “esophagus” 
worked. Professor Petrov said that he no longer uses 
this method for cancer of the esophagus. He now em- 
ploys as his transplant that part of the transverse and 
descending colon supplied by the middle colic artery. 
He stated that he brings the colon to the throat sub- 
sternally. 


Patient Travels Far 


A young girl, perhaps 16 years of age, was shown who 
had recently been operated on by this technique of 
substernal colon transplant. She had been brought 
from the south of Russia for Professor Petrov to oper- 
ate on, having suffered a complete stricture of her 
esophagus after drinking lye. That she had traveled 
far for her operation makes us wonder if the distribu- 
tion of competent surgeons in Russia is as widespread 
as often claimed. 

At the Skliphosovsky Hospital on October 22, Pro- 
fessor Petrov operated on a 77-year-old woman. She 
had had several attacks of cholecystitis, the last one 
and one-half months previously. Professor Petrov op- 
erated chiefly under local anesthesia, found a gallblad- 
der full of stones and stones in the common duct. 

Very significant is the fact that the patient had had 
several attacks of cholecystitis and intermittent ob- 
struction over a period of years. Apparently she was 
not high pressured into operation, because Professor 
Petrov waited until she herself decided to have surgery. 

Professor Turnovsky, professor of anatomy at the 
Second Moscow Medical Institute, was a genial host on 
two occasions, once with our whole group, the second 
time alone. 

When leaving the anatomy department on my second 
visit, a demonstrator of anatomy stopped the professor 
and me. He said his student group wished to present 
me with a remembrance of my visit to their laboratory. 
It is an inch-long Aescula- 
pian emblem to be worn on 
the coat lapel, apparently 
carved from ivory. Wearing 
it now brings back a very 
pleasant memory of this 
spontaneous gesture. 


Professor Petrov, of the Skliphosov- 
sky Hospital, performed an opera- 
tion which has resulted in a nine- 
year cure of cancer of the esopha- 
gus. He transplanted the patient's 
jejunum subcutaneously after exci- 
sion of her esophagus. 
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In the Psychiatric Institute of the First Moscow 
Medical Institute, Professor Popov escorted me. He 
was especially proud to say that no restraints had been 
used on Russian mental patients for 50 years. 


Don’t Comprehend G.P.’s 


A general practitioner seems to puzzle the Russian 
doctors. For instance, Professor Popov was showing 
me around the wards where they give insulin shock. 
After outlining the procedure sketchily, I recognized 
what was being done sufficiently for my purposes. Wish- 
ing to go on to other subjects, I said, ‘Yes, I am quite 
familiar with insulin shock therapy for schizophrenia.” 

**You have seen insulin shock in America?” asked 
Professor Popov, apparently in some surprise. 

**Yes. In 1937, I helped to run the first 100 cases of 
insulin shock therapy in the United States at the Phil- 
adelphia General Hospital.” 

‘Ah. I did not know. You are a psychiatrist. Are 
you, perhaps, the leading psychiatrist in America?” 

**No, I am not.” 

**Then you direct many psychiatric hospitals?” 

**No. I am a country doctor. I have a small office, 
one secretary and one nurse. Patients come to my of- 
fice, and I treat them if I can. If I cannot help them, I 
send them to specialists.” 

**How is it then that you know about insulin shock?” 
asked Professor Popov. 

*In America,” I said, ‘even country doctors know 
many things.” 

This same phenomenon occurred many times. Var- 
iously I was mistaken for a surgeon, as when I asked 
Professor Petrov why he drained the common bile duct 
with a straight instead of a T-tube. Or when asking 
about intramedullary pins in fractures, or anticoagu- 
lants in coronary disease, or immunizations in chil- 
dren, I was variously taken to be a traumatologist 
(specialist in fractures), internist and pediatrician. 

The G.P. strikes the specialists in Russian medical 
centers as something of an oddity. Even the Biblical 
promise that “He that humbleth himself shall be ex- 
alted” seems fulfilled. For disclaiming any special pro- 
fundity of knowledge in a given line appeared to make 
Russian doctors feel that here is a man so eminent 
that he can afford not to boast. 


No ‘Godlike’ Qualities 


When we visited the Pavlov Institute at Koltouchy, 
perhaps 15 to 20 kilometers outside Leningrad, it was 
cold and dreary. On the grounds of the Institute stood 
a fine statue of Pavlov and his dog. No matter how 
politicians like to be posed in godlike stances in Rus- 
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sia, the doctors in real life act like normal people, and 
the statues and pictures depict their subjects honestly. 

All the roads we saw at the Pavlov Institute were 
rutted quagmires. The buildings we saw were generally 
old, rather decrepit, primitively furnished. Yet the as- 
sociate director, Professor Pavlov (no relative of the 
founder, the name Pavlov being as common in Russia 
as Smith in the United States) outlined a formidable 
research program which was being conducted by this 
Institute. 

He then led us through mud and slush to another 
building. He walked up onto a porch, tried the door. 
The door was locked. He knocked. No answer. He 
seemed puzzled, hesitated, then led us back to the first 
building. 

What was going on in the locked building? We never 
did find out. Then why take us there? 

Next, we sat down in an ancient classroom. An ear- 
nest little man, in shabby clothes, began to talk about 
the conditioned reflex. Sentence after weary sentence 
our interpreter translated. Suddenly it dawned on me 
that I had taught much the same stuff to premedical 
students more than 20 years ago. 

Now came a rat-in-a-maze demonstration. Many 
high school students have done the same experimental 
work. 


Visit Is Uneventful 


In another room on the third floor, another professor 
talked for about three-quarters of an hour. He lectured 
on conditioned reflexes in humans and said they were 
related in some way to ulcers of the duodenum. A few 
old charts hung on the walls, and he pointed to them 
very seriously. 

A visit to a toilet in the Pavlov Institute revealed that 
there was no soap, no warm water, no toilet paper, no 
towels. 

Is any research of value going on at Koltouchy ? Why 
were we taken there if we were to see nothing of value? 
Worse yet, why were we taken if there was nothing of 
value to see? 

Before we reach any hasty opinion about the Pavlov 
Institute, we ought to compare notes. For example, 
Chauncey D. Leake, M.p., one of America’s great 
physiologists, visited the same Institute two months 
before our trip. His small party of four physiologists 
were shown many laboratories, animal experiments, 
new construction and the like. His over-all impression 
was favorable. 

The moral seems obvious. Don’t visit Russian medi- 
cal institutions in large crowds. Don’t jump to final 
conclusions on what you see or hear, or think you see 
or hear, in one brief visit. 
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Hassle over Photography 


While at the Neurosurgical Institute in Leningrad, 
on a sudden impulse, I decided to take a picture of a 
hospital chart. A nurse nearby had several, and she 
was asked to lend one. Paging through the chart, I 
opened it to about the center, put it down on a chair 
and prepared to photograph it. 

The chart was snatched away. There followed a semi- 
comic playlet, with insistence on photographing a chart 
on the American side, and refusal on the Russian. Re- 
inforcements kept coming to the Soviet side as the 
question kept staircasing through higher echelons. The 
director of the Institute, Professor Balchin, arrived at 
last. He inquired what all the fuss was about, shook 
his head in wonder at the strange request, gestured as 
if baffled and finally said, ‘In Russia, all things are 
possible.” 

Only one opportunity arose to take a careful history 
of a patient. This woman, about 30 years old, worked 
as a secretary. She approached me and said that she 
suffered headache, awaking with it in the morning and 
continuing with it through the day. The headache 
worsened at the time of her period. Her Russian doc- 
tors suggested pyramidon and rest but without success. 

No other symptoms were elicited. Simple headache, 
bilateral, mostly parietal. She had married in her early 
twenties, divorced in her late twenties. She had had 
one premarital affair. Her only pregnancy ended in 
abortion, done some years before when it was illegal. 

She said she went to a private doctor’s office for the 
abortion, paying 1,000 rubles, about three months’ 
salary. She stated that in early 1956 abortion again be- 
came legal in Russia. A pregnant woman can now go 
to the hospital and demand an abortion. Every effort 
is made, she says, to dissuade a pregnant women, but 
if she insists she can have her abortion. ‘And now, all 
Russian women are glad.” 


Denies Psychogenic Weakness 


Having taken her history, I told her that I could 
not give her any advice without a complete physical 
examination and some laboratory studies. But to her 
continued questioning, I pointed oui that it was quite 
possible that her headaches were psychogenic. She 
showed interest and wished to know how this would be 
treated. Told that American doctors had many meth- 
ods, she listened with care to a method favored in my 
office, nondirective psychotherapy. As the implications 
of nondirective psychotherapy sank in, she began to 
shake her head in disfavor. 

“No. I would not do that,” she said. “Only weak 
people need such treatment. We Russians are too 
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strong.” If that be a common opinion among Russian 
patients, the implications to be drawn are most inter- 
esting. 


Ballet Is Best 


On the cultural side, far and away the best thing 
we saw was the ballet, especially at the Bolshoi Theatre 
in Moscow. Having seen a fair sampling of ballet, in- 
cluding the Sadler Wells, the Ballet Russe and others, 
the impression gained was that the Bolshoi Ballet is in 
a league all by itself. The theatre, orchestra, lighting, 
costumes, dancing, pantomine were superlative. How- 
ever, there was one minor distraction from an otherwise 
superb performance: in Swan Lake, the jester looked 
like the image of Yogi Berra. 

The museums and art galleries are definitely worth 
seeing, but our time was limited and the difficulties in 
visiting medical institutions took the greater part of 
my energy. However, we noted that these cultural 
places were usually packed with solemn spectators, 
from young children to pensioners. A surprising num- 
ber of paintings in Russian museums are on religious 
subjects, or, as they say, deal with mythology. 

We did not see the atheistic museum but heard about 
it from a visiting American lawyer. He said the atheistic 
museum depicted the woes that various religions had 
brought into the world. Except for tle monastery at 
Zagorsk, where services were poorly attended, the only 
churches I saw were some of the famous churches being 
restored as tourist attractions. As we rode through the 
country, we saw large numbers of small churches 
crumbling into ruin. 


A typical chart, but a unique photograph, is shown above. Dr. Smith 
was at first refused permission to photograph this chart at the Neuro- 
surgical Institute in Leningrad. 
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Offers Conclusions 


As one doctor’s general appraisal of Russian medi- 
cine, gained from a very hasty and inadequate study, 
but the best possible under the circumstances, I offer 
these conclusions — 

1. Russian doctors, and medical personnel as a 
whole, seem very friendly and want more contacts 
with American doctors. 

2. Their hospitals and medical institutes are usu- 
ally quite ancient, most of them harking back to Tsarist 
days. Yet the type of scientist working there is far more 
important than the bricks in the walls. 

3. Dealing with the best men in medicine, it is hard 
to evaluate how good the average medical man is in 
Russia. The top men are good. 

4. Equipment often seeming inadequate by our 
standards, is pieced together from many countries but 
is said to be improving. 


Practically every Russian doctor reads English, and 
almost all regularly read medical journals printed in 
English. Millions of children are learning to read and 
speak English in Russia. It is time that we start teach- 
ing our children to read and speak Russian. 

As physicians, we ought to promote further contacts 
with our Russian colleagues. More of us ought to visit 
Russia and invite Russian doctors to visit us. We ought 
to develop a whole group of American doctors who 
will make Russian medicine their specialty. For this 
they will need to master written and spoken Russian, 
learn the history of the country, steep themselves in its 
literature and culture. It is within the realms of the pos- 
sible that such a rapprochement between members of the 
medical fraternity of our two countries could foster 
better understanding between our nations. It might 
even result in genuine peace between our countries, 


which would spell peace for the world. 


WHAT OTHERS ARE SAYING... 


Voice In The Wilderness 


At long last there is a voice crying in the wilderness 
against the reckless abandon with which the administration 
and Congress are striking out for expansion of social secu- 
rity and welfare benefits. The protest was heard from Dr. 
Malcom Phelps, vice-president of the American Academy 
of General Practice, at the Academy’s annual meeting in 
Washington. He spoke for the organized family doctors, 
and called social security a “financially unsound cradle- 
to-the-grave welfare program.” 

The doctor deplored and was alarmed at “the prevailing 
tendency to enact more and more social welfare legislation 
without adequate consideration of the ultimate conse- 
quences and costs.” He thought Congress is adding more 
and more benefits “without worry about the dollar source 
of supply,” while every one knows that the “only source is 
higher and higher taxes.” The family practitioner went 
further with the observation that “if the trend continues, 
many citizens will soon be paying more to the social secu- 
rity tax collector than they do to the income tax collector.” 

Dr. Phelps is so right in what he said. Not only is the 
number of people in retirement increasing, with more and 
more thus becoming eligible to huge gobs of pension money, 
but the base is being broadened. Well may the country 
pause to catch its breath in wondering who eventually will 
pay. One day the people who are actually working will be 
carrying a large percentage of the population on their backs 
and indeed bending low under the load. 

When we think of social security, and the welfare pro- 
gram as a whole, we usually come in and go out at the same 
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door—as the system stands just now, that is. Billions of 
dollars are collected by the government every year in these 
taxes, supposedly to be salted away for support of the bene- 
ficiaries. The truth is that only a fraction of the amount is 
or ever has been used for that purpose. The government 
takes and spends it, dropping an IOU in the cash drawer 
in its place. At the same time, the tax is increased every so 
often—not because it is actually needed to pay the cost but 
to get more revenue for the government. Since the system 
was inaugurated two decades ago, some forty to fifty billion 
dollars has been taken in from this source, and today only 
around five percent of it is liquid and available if needed. 
That is fair neither to those who pay nor to those who 
benefit. 

If we are going in for a cradle-to-the-grave project, let’s 
quit kidding ourselves and call it what it really is, namely, 
socialism. Let’s not deceive ourselves into thinking that the 
government has an inexhaustible source of supply, for it 
hasn’t. We submit that American citizens ought to be told 
to do more individually for themselves and on their own 
and to cease depending upon Uncle Sam for every whim 
and fancy. Our forefathers did that and thrived and pros- 
pered. If the federal government is to maintain stability 
and solvency—if indeed it is all of either even now—there 
must be recognition of the fact that it cannot be all things 
to everybody. 

The family doctor hasn’t exaggerated his estimate of the 
trend. But his warning is no more than a voice crying in the 
wilderness, and with few to listen and still fewer to heed. 
All-out socialism awaits if the trend is not arrested. And 
socialism has ultimately and inevitably collapsed every- 
where it has been tried. Americans need not anticipate any- 
thing different in the policy to which they are being com- 
mitted.—Henderson (N.C.) Dispatch, March 19, 1956. 
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Cancer of the Lung. By M. B. Rosenblatt, M.D. and J. R. Lisa, 
M.D. Pp. 330. Price, $15.00. Oxford University Press, New 
York, 1956. 

In view of increasing incidence of cancer of the lung, the 

appearance of this work is timely. This great challenge to 

medicine—bronchial carcinoma—is approached by the 
authors and six other recognized authorities from the 
standpoint of pathology, diagnosis and treatment. 

The latest techniques for early recognition are carefully 
and thoroughly outlined. In this connection, the authors 
deplore the delays in diagnosis due to physicians’ insistence 
on the presence of classical clinical manifestations that often 
indicate advanced disease. The various syndromes caused 
by bronchial cancer, both pulmonary and extra-pulmonary, 
are fully explored. The chapters on physical diagnosis and 
the roentgen examination are complete and well illustrated. 

The contributing authors have written chapters dealing 
with bronchoscopy, exfoliative cytology, surgical therapy, 
bronchial adenoma and palliative therapy. This latter 
chapter is especially informative, since the vast majority of 
patients with bronchogenic carcinoma, when first diag- 
nosed, are beyond hope for cure by surgical means. 

Because of differences of opinion regarding the relation- 
ship between smoking and lung cancer, there is a sum- 
mary of this problem and a discussion of possible causes 
of the marked increase in cancer of the lung in recent 
years. 

This book contains a tremendous amount of information 
in spite of its relatively small size. It should prove of great 
benefit to general practitioners as well as specialists. 


Katz, M.D. 


The Management of Fractures, Dislocations and Sprains, 6th ed. By 
John Albert Key, M.D. and H. Earle Conwell, M.D. Price, 
$20.00. C. V. Mosby Co., St. Louis, Mo., 1956. 


Tis BOOK covers very thoroughly and readably all the 
ordinary fractures, dislocations, sprains and injuries that 
one might meet in general practice. It is printed in a very 
understandable manner, with a great number of good- 
quality illustrations and x-ray plates. 

The book would be of great value in treatment of frac- 
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Practitioner's Bookshelf 


tures for every general practitioner. It brings you up to 
the minute in the latest treatments. 

Dr. Key was on the visiting staff at St. Louis Hospital 
when I was an intern at that institution in 1934. We had a 
very high regard for his opinions and instruction. I am an 
owner of the fourth edition of his excellent book on frac- 
tures. I am sure this latest edition will be of great help. 


—Cartton E. Smirn, M.D. 


An Atlas of Diseases of the Eye. By E. S. Perkins, M.B. and Peter 
Hansell, M.R.C.S. Pp. 91. Price, $10.00. Little, Brown & 
Company, Boston, 1957. 


An ATLas OF DISEASES OF THE Eye is truly a picture book. It 
was printed in England and the photolithographic tech- 
nique provided illustrations of superb quality. It is nicely 
arranged with a group of pictures on each right-hand page 
and succinct descriptions of the lesions on the left-hand 
page. The compilers of the atlas used both photography and 
artists’ paintings. 

Logically, the book is divided into five parts, covering in 
turn, lids and orbit, conjunctiva and cornea, uveal tract and 
lens, the retina in systemic disease, and the retina in local 
disease. 

This book originated because of the conviction that in 
most medical schools the study of diseases of the eye re- 
ceives less attention than it deserves. The atlas, therefore, is 
directed to physicians who are not specialists in ophthal- 
mology, particularly general practitioners. Almost any 
physician who glances through it will want to own the atlas, 
and at $10.00, it is distinctly a bargain. 

—Huceu H. Hussey, m.p. 


Pelvimetry. By Herbert Thoms, M.D. Pp. 120. Price, $5.00. Harper 
e> Brothers, New York, 1956. 


THIS CONCISE BOOK of 120 pages presents considerable data 
in regard to pelvic measurements and the variations therein. 
Pelvic abnormalities due to injuries, physiologic changes, 
disease and developmental defects are discussed, as well as 
their clinical significance. A technique of x-ray evaluation 
of the pelvis is described, the most important portion of 
which deals with the midpelvic dimensions. The value of 
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x-ray pelvimetry is stressed, indeed, overstressed. The very 
important consideration of the relationship between the 
passenger and the passage is not adequately discussed. 

The format of the book is good. It is easily read and well 
illustrated. Much valuable information is contained, most 
of which is of more academic than clinical value. 

This book should be of more value to the obstetrician or 
roentgenologist than to the general practitioner. 

—Ftioyp C. ATWELL, M.D. 


A Manual of Practical Obstetrics. By O’Donel Browne, M.B. and 
J. G. Gallagher, M.D. Pp. 253. Price, $7.50. The Williams ¢ 
Wilkins Co., Baltimore, 1956. 


HERE Is an interesting, easy-to-read manual of obstetric 
procedures and problems, couched in the British spelling 
and terms as practiced in Ireland, the so-called ‘Dublin 
Method.” Different from the usual text in its concise, ac- 
curate statement of ideas, the authors treat the material 
comprehensively in a very small package. Addressed to the 
second person singular, “‘you” are told what to do and how 
to do it, as well as when and where it should be done. 

Many of the doctors’ obstetric problems in Ireland are 
referable to home delivery. Conducted with the patient on 
her left side, repair is done with silk worm gut, through and 
through from below upward along the perineum—the 
sutures removed six days later. 

Procedures, the drugs in use, and the anesthesia em- 
ployed do not conform to our ideas in this country; prob- 
ably because of economic and other influences in Ireland, 
the austerity apparently remains. Chloroform, the older 
sulfas such as sulfanilamide and sulfathiazole are widely 
used, penicillin less widely. The mycins are scarcely men- 
tioned. 

Despite these variances, the attractiveness of this volume 
remains unspoiled, as the chapters are nicely arranged and 
the index adequate. Conservative obstetrics is the watch- 
word, yet indications for change are clear-cut, with dangers 
set forth. Conditions indicating and allowing other pro- 
cedures with techniques are explained and clearly illus- 
trated. 

In Dublin, symphysiotomy has been widely used since 
1942, and some fine arguments are presented in its favor. 
Dealt with admirably are abnormal labor, hemorrhages of 
pregnancy, toxemias, detailed explanations of labor com- 
plicated by unnatural presentations, and obstetric opera- 
tions. 

I have enjoyed this book and will refer to it many times 
when I need a quick answer to a specific problem. 

—DELEVAN CALKINS, M.D. 


Clinical Use of Radioisotopes. By William H. Beierwaltes, M.D., 
Philip C. Johnson, M.D. and Arthur J. Solari, M.S. Pp. 456. 
Price, $11.50. W. B. Saunders Co., Philadelphia, 1957. 


‘THE EVER-CHANGING DEVELOPMENTS in the research use of 
radioisotopes, and the gradual evolution of developments 
in the clinical use of these drugs have provided a difficult 
task for those who would keep up to date. This manual is 
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an attempt to bring matters up to date in the clinical field, 
and is regarded as a decisive improvement over many of the 
earlier monographs dealing with this subject. 

There are 14 chapters and seven appendices. The opening 
chapter on elementary aspects of radiation physics is de- 
signed for medical students and is very well written. There 
are then five chapters dealing with the use of radioactive 
isotopes in the diagnosis and treatment of thyroid diseases. 
Then follows a succession of chapters dealing respectively 
with radioactive phosphorus, radioactive gold, radioactive 
chromium and allied metals, Jess commonly used radio- 
active isotopes and finally a chapter dealing with the bio- 
logic effects of radiation. There are short sections on the 
health physics of the isotope unit, the instrumentation 
therein and a useful chapter on starting and managing a 
clinical isotope unit. 

The appendices deal with the statistics of counting, the 
decay tables of radioisotopes, radioautography, and sundry 
information on nuclear data, training courses and suppliers. 

The section on biologic effects of radiation deals more 
with the effects of acute total body radiation than with the 
effects of clinically applied low dose radiation. The senior 
author accepts full responsibility for this. It is to be hoped 
in future editions that the biologic effects of radiation as 
commonly used clinically will receive greater stress. The 
important factors of time of administration, and volume of 
tissue irradiated are not adequately stressed. 


Table VII, dealing with permissible weekly doses, will 
have to be reduced in accordance with recent recommenda- 
tions concerning protection. 

The following important paragraph appears: 

‘Nurses attending patients given radioactive isotopes in 
treatment doses should use a combination of time and dis- 
tance techniques. They should keep as far away as con- 
veniently possible from the patient and his radioactive ex- 
creta. When the nurse’s work requires her to be close to the 
source of radiation, she should limit the time spent in that 
location as much as possible, consistent with good patient 
care. The permissible working time at various distances 
should be posted in a conspicuous location. If a task re- 
quires more time than that allowed for that particular dis- 
tance, one nurse works the permissible time and then a 
second nurse takes over (see Chapter 14).” 

There are refreshingly candid observations in many por- 
tions of the book, notably in the sections dealing with set- 
ting up an isotope unit. Provided the physician contemplat- 
ing same has had adequate training in the use of isotopes, it 
is believed that this manual will be of definite assistance. 

In comparing external and internal radiation hazards, the 
authors emphasize that radioisotopes within the body pre- 
sent a greater hazard than the same material in an external 
source for the following reasons: 

**1. Body tissue is irradiated continuously until the ma- 
terial decays or is eliminated. 
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**2, Alpha and weak beta radiations which did not present 
a significant external hazard because they were absorbed by 
clothing and the epidermis may now dissipate all their 
energy in vital tissue. 

**3. Some isotopes are very slowly eliminated and in many 
cases there is no known method of increasing the rate of 
elimination. 

**4. It is difficult to determine with accuracy the amount 
and distribution of radioisotopes in the body.” 

The text is well illustrated and indexed. Two of the au- 
thors are connected with the University Hospital at Ann 
Arbor, Michigan, and one with the Veterans Administra- 
tion Hospital, Oklahoma City. —L.H. Gar.anp, M.D. 


Children’s Eye Problems. By Emanuel Krimsky, M.D. Pp. 175. 
Price, $6.00. Grune ¢ Stratton, Inc., New York, 1956. 


Dr. Krimsky is a member of the attending staff in opthal- 
mology, St. John’s Hospital, Long Island City, and Metro- 
politan Hospital, New York City, and former assistant in 
pediatrics, New York Postgraduate Medical School. In this 
relatively small volume, he has written for guidance of 
physicians other than ophthalmologists who care for chil- 
dren’s eye problems. His style is clear and understandable 
with a minimum of reference to the complicated terminol- 
ogy of ophthalmology, yet there is sufficient reference to 
this terminology to clearly identify each eye situation. 


This book accomplishes the author’s purpose in very 
fine fashion. The printing is excellent and the prose is 
lucid. The illustrations are unusual, most of them consisting 
of photographs, not only of pathologic conditions but of 
procedures which should give many worth while sugges- 
tions. 

It is the reviewer’s opinion that this book would be of 
considerable help to general practitioners as a ready refer- 
ence in treatment of children’s eye conditions. Although 
the treatment suggested is not extensive, it probably would 
reach the limits to which any general practitioner would 
practice in this series of diseases. 

The author gives an excellent bibliography and good 
index. He covers a very wide field of children’s eye condi- 
tions and spends a large proportion of time on those most 
commonly encountered. 

In summary, the reviewer believes this is a reference book 
that would be of considerable use to any physician caring for 
a pediatric practice. —Norman R. Boouer, m.D. 


Classics in Arterial Hypertension. By Arthur Ruskin. Pp. 358. 
Price, $9.50. Charles C Thomas, Spring field, Ill., 1956. 


OuR ROUTINE MEASUREMENT of blood pressure has a fascinat- 
ing history indeed, as does, also, the significance of blood 
pressure in diagnosis. This book contains selected writings 
of the gifted men who made this history. 
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those of tetracycline HCl within 1 to3 ~ 
hours after administration of a single . 
capsule. Yet Tetrex costs no 
the older tetracycline HCl. 


Blood levels practically dhe 
after dose of Tetvex 
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A brief introduction traces the ancient history of pulse- 
taking, and views on the character of the pulse, heart failure 
and strokes. The section on “Methods” begins with the 
writings of Stephen Hales, and the section on “Significance” 
with those of Caelius Aurelianus—who, about 400 A.D., 
wrote concerning ancient concepts of apoplexy and paraly- 
sis. 

Of particular fascination are Hales’ account of measuring 
arterial pressures in mares, with glass tubes up to nine 
feet in length; Poiseuille’s presentation of the mercury 
manometer, and the stenographic reports of Korotkov’s 
defense of the ausculatory method for determining systolic 
and diastolic pressure. Significant advances in hypertension 
are presented up to Goldblatt’s paper on hypertension pro- 
duced by renal ischemia (1934). 

We are given considerable insight into the approach to 
physiologic research that is necessary to produce great 
work. These are the words of Stephen Hales: 

‘Several ingenious persons have . .. as widely differed 
from each other as they have from the truth, for want of a 
sufficient number of data to argue from: had persons of 
their abilities been more careful, in the first place to get 
what insight they could into the matter, as far as a regular 
series of proper experiments would have informed them, 
they would then doubtless have been furnished with more 
and more proper data whereon to found their calculations, 
which would have brought them much nearer to the truth.” 

This attractively bound book is an important addition to 
the libraries of physicians with interests in cardiovascular 
disease, research or the history of medicine. 

—Joun C. Ross, M.D. 


Also Received 


Although GP endeavors to publish as many reviews of books as 
possible, space will not permit the review of all books received 
from publishers. 


Epileptic Seizures. By John R. Green, M.D. and Harry F. Steelman, 
M.D. Pp. 165. Price, $5.00. The Williams e Wilkins Co., 
Baltimore, 1956. 


The Medical Clinics of North America. Symposium from Chicago on 
the Sick Heart. Pp. 293. W. B. Saunders Co., Philadelphia, 1957. 


Mental Health Administration. By Jack R. Ewalt, M.D. Pp. 168. 
Price, $5.50. Charles C Thomas, Spring field, Ill., 1957. 


Occupational Therapy Principles and Practice. 2nd ed. Edited by 
William Rush Dunton, Jr., M.D. and Sidney Licht, M.D. Pp. 
373. Charles C Thomas, Springfield, Ill., 1956. 


The Official American Medical Association Book of Health. Edited 
by W. W. Bauer, M.D. Pp. 320. Price, $0.35. Dell Books, 
New York, 1957. 


The Stress of Life. By Hans Selye, M.D. Pp. 324. Price, $5.95. 
McGraw-Hill Book Co., Inc., New York, 1956. 
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Clinicians suggest simple 
procedures for recognizing 
and treating mik allergy 
in infants 


Analyzing case reports of 
383 infants with proved food allergy, 
Moore! finds eczema and colic the most 
frequent symptoms, with diarrhea, 
excessive vomiting, asthma, rhinitis, and 
constipation progressively less common. 
Clein? also finds these symptoms, and 
reports in addition a generalized hyper- 
irritability—“unhappy all the time.” 
Symptoms often are concurrent. 


Far simple, rapid diagnosis, 
Clein suggests replacement of cow’s milk 
with MULL-SOY® for 24 to 48 hours.* 
Moore also prefers the elimination-diet 
technic to skin testing.’ Clein has re- 
ported that milk-sensitive babies whose 
milk formula had been “juggled repeat- 
edly” without success usually improved 
dramatically within two days when 
switched to MULL-SOY.3 Continuation 
of MULL-SOY feeding then keeps the 
baby symptom-free and well nourished. 


In summary: 


1. Physicians should think of cow’s milk 
as an etiologic factor in eczemas, g. i- 
upsets, and upper respiratory disturb- 
ances of infancy. 


2. For diagnosis, replace cow’s milk 
with MULL-SOY. 


3. When symptoms recede, continue 
MULL-SOY for effective therapy and 


nutrition. Borden 


1. Monee, I. H.: Journal-Lancet 74:80, 1954, 2. Clein, 
N. W.: Pediat. Clin. North America, Philadelphia, 
W. B. Saunders Company, Nov., 1954, p. 949. 3. Clein, 
N. W.: Ann. Allergy 9:195, 1951. 
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Three-Day Program Announced for AMA’s General Practice Section 


Category I Credit for AAGP Members 
Attending This Session in New York 


A THREE-DAY PROGRAM for the Section on General Prac- The following program is scheduled: 
tice of the American Medical Association will be held = Tuesday—June 4 
during the AMA’s annual meeting June 3-7 in New 1:45 p.m. Business Meeting 


York City. The program carries Category I credit for Introduction of Resolutions 
Academy members. 1:50 p.m. Report of Delegate 
The section officers, all Academy members, are Dr. —-1:55 p.m. Chairman’s Address 
George L. Thorpe, Wichita, Kan., chairman; Dr. Dr. George L. Thorpe 
Charles E. McArthur, Olympia, Wash., vice chairman ; **Treating Our Overweight Patients” 
Dr. E. I. Baumgartner, Oakland, Md., secretary; Dr. 2:15 p.m. Panel and Symposium 
Lester D. Bibler, Indianapolis, Ind., delegate; and Dr. **The Uses and Abuses of New Drugs and 
I. Phillips Frohman, Washington, D. C., representa- Antibiotics in Therapy” 
tive to Scientific Exhibit. Moderator: Dr. Walter Modell, New York, 
The executive committee is comprised of Dr. Lowry N.Y. 
H. McDaniel, Tyronza, Ark. and Drs. Frohman, Participants: Dr. Walter Alvarez, Chicago, 
Thorpe, Baumgartner and Bibler. **General Statements on Therapy” 


George L. Thorpe, M.D. Charles E. McArthur, M.D. E. I. Baumgartner, M.D. Lester D. Bibler, M.D. |. Phillips Frohman, M.D. 


Chairman of General Vice Chairman of Section Secretary. Section Delegate. Representative to 
Practice Section. General Practice Section. Scientific Exhibit. 
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Dr. William Dock, Palo Alto, Calif. 
**Corticosteroids” 

Dr. Dale G. Friend, Boston, Mass. 
**Tranquilizers” 

Dr. Claude Forkner, New York, N.Y. 
“Drug Mixtures” 

Dr. S. W. Hoobler, Ann Arbor, Mich. 
Drugs” 

Dr. Chester Keefer, Boston, Mass. 
**Antibiotics” 


Wednesday—June 5 
1:50 p.M. Business Meeting 


2:00 P.M. 


Election of Officers 
Screntific Program 
1. “Problem of Hiatus Hernia” 
Dr. Alfred Kahn, Jr. and Dr. Thomas 
Paul Thompson, Little Rock, Ark. 
2. “Obstetrical Anesthesia and Analgesia in 
General Practice” 
Dr. John J. Bonica, Tacoma, Wash. 
3. “Current Practical Gynecology” 
Dr. Walter J. Reich, Chicago, Ill. 
4. “Management of Disorders Causing 
Chronic Abdominal Pain” 
Dr. Keith S. Grimson, Durham, N.C. 
5. “Clinical Significance of the Anniversary 
Reaction” 
Dr. Edward Weiss, Philadelphia, Pa. 
6. “Diagnosis and Treatment of Facial Pain” 
Dr. George W. Smith, Augusta, Ga. 
7. “Normal Blood Pressure in Healthy Per- 
sons from Youth to Old Age” 
Dr. Arthur M. Master, Dr. Richard P. 
Lasser, Dr. Harry L. Jaffe, New York, N.Y. 


8. ‘Functional Hyperinsulinism in Gener: 
Practice” 
Dr. Stephen Gyland, Tampa, Fla. 
9. “Bedside Clues in the Diagnosis of Car- 
diovascular Disease” (Examination Without 
Instrumentation) 
Dr. Jacob J. Silverman, Staten Island, 
N.Y. 


Friday— June 7 
Joint Meeting with Sections of General Practice and 


1. ‘Clinical Significance of Hematuria” 

Dr. Charles Higgins, Cleveland, Ohio 
2. ‘Pitfalls in Urographic Interpretation, 
Particularly from the Standpoint of the Gen- 
eral Practitioner” 

Dr. M. Swick, New York, N.Y. 

3. **The Diagnosis of Renal Disease from the 
Urine Sediment” 

Dr. Arnold S. Relman, Boston, Mass. 

4. The Medical and Surgical Management 
of the Undescended Testicle and Other 
Scrotal Conditions” 

Dr. Morris J. Heckel, Chicago, Ill. 

5. ‘Sexual Problems in the Male, Interpreta- 
tion and Management from the Standpoint 
of the General Practitioner” 

Dr. James H. Semans, Durham, N.C. 

6. ‘Urethral Lesions in the Female” 

Dr. Houston S. Everett, Baltimore, Md. 
7. “Panel Discussion and Question and An- 
swer Period” 

Dr. Rubin Flocks, Iowa City, lowa, Mod- 

erator 


William M. Sproul, M.D. 

Dr. Sproul, Des Moines, Ia., the Academy's immediate past vice 
president, was recently appointed a special consultant to the National 
Cancer Institute on the Cancer Control Committee. He was ap- 
pointed by Dr. Leroy E. Burney, Surgeon General of U.S. Public 
Health Service. Dr. Sproul will meet witl. the Cancer Control Com- 
mittee on May 9-10 at Bethesda, Md. 
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St. Louis Is Host to Nation’s Doctors 


3,009 PHYSICIANS ATTEND SCIENTIFIC ASSEMBLY 


INCLEMENT WEATHER in the Middlewest coincided with the dates of the Ninth Annual 
Scientific Assembly in St. Louis, March 22-28. As a result, expectations were dashed for 
another record-breaking registration, and doctor attendance, which had grown with each 
succeeding year, was 3,009, compared with last year’s high of 3,506. 

Total attendance was 6,111, including 3,009 doctors, 161 scientific exhibitors, 1,005 
technical exhibitors, and 1,936 wives, children, students and other guests. St. Louis has 
been the only city honored with more than one AAGP Assembly, previous annual meet- 
ings having been held there in 1950 and 1953. 

The doctors were rewarded with a practical, top-quality program stressing the funda- 
mentals of medicine and surgery most often encountered in their daily practice. Lectures 
were presented by 29 nationally-known physicians. During recess periods, the physicians 
were absorbed with examining 85 carefully selected scientific exhibits and 282 technical 
exhibits supplied by the medical manufacturing industry — the largest number of both 
categories ever displayed at an AAGP Assembly. 

Scientific sessions were in Kiel Auditorium. Social and business functions were in the 
Sheraton-Jefferson Hotel. Dr. Robert F. Purtell, Milwaukee, served aS chairman of the 
Committee on Scientific Assembly. Dr. Walter T. Gunn, St. Louis, was chairman of the 
Local Arrangements Committee. Mrs. Gunn headed the Ladies’ Entertainment Committee. 

Delegates unanimously named Dr. Holland Jackson, Ft. Worth, president-elect of the 
Academy at Monday morning elections in the Congress of Delegates. Dr. Fred Simonton, 
Chickamauga, Ga., was unanimously elected vice president. 

The three new members of the Board of Directors are Dr. Marquis C. Wiginton, 
Hammond, La.; Dr. Norman Booher, Indianapolis; and the first woman ever elected to 
the Board, Dr. Mary Elizabeth Johnston, Tazewell, Va. 

The speaker of the Congress, Dr. James D. Murphy, Ft. Worth, and the vice speaker, 
Dr. Horace Eshbach, Drexel Hill, Pa., were re-elected by acclamation. 

Dr. Fount Richardson, Fayetteville, Ark. was re-elected chairman of the Board of 
Directors at the first meeting of the new Board on Friday, March 29. Dr. Albert E. Ritt, 
St. Paul, Minn., who has an extensive background in banking, was elected treasurer. 
Members of the Executive Committee for the coming year are Drs. Richardson and Ritt, 
and the two elected members, Dr. Floyd C. Bratt, Rochester, N. Y., and Dr. Fred 
Simonton. 

Dr. D. Wilson McKinlay, Spokane, Wash., who had served as chairman of the Com- 
mission on Education, was elected to serve as chairman of the Commission on Member- 
ship, left vacant by Dr. William M. Sproul. Dr. Carleton R. Smith, Peoria, Ill., was elected 
chairman of the Commission on Education. 

Two emergency appointments to the Committee on Scientific Assembly were Dr. 
Walter W. Sackett, Jr., Miami, Fla., and Dr. Garra L. Lester, Chautauqua, N. Y. 

Dr. Malcom E. Phelps, El Reno, Okla., was installed as president of the Academy in 
Wednesday night inaugural ceremonies. On Tuesday, Dr. Phelps received a telegram from 
the Oklahoma State Senate. The message, in the form of Senate Resolution No. 29, was 
tead at the Tuesday night delegates’ dinner. In part, the resolution stated, “. . . Be it 
tesolved by the Senate of the State of Oklahoma, twenty-sixth session: that, it extend its 
sincere congratulations to Dr. Malcom E. Phelps on this accomplishment and the recog- 
nition it has brought to the state of Oklahoma.” 

Dr. Phelps accepted his responsibilities as Academy president with a serious reminder 
to his colleagues: “Let us remember that the aim of the true physician is not the accumu- 
lation of wealth, or personal fame or aggrandizement, but the advancement of his science, 
the perfection of his art and the emancipation of mankind from the bondage of disease. 
The duty and responsibility is ours.” 


President’ 


Holland T. Jackson 


President-elect 
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The outgoing Board of Directors held its last deliberations on Friday 
morning before the Scientific Assembly opened. Seated clockwise 
around the table are Executive Secretary Mac F. Cahal, Miss Helen 
Cobb, Drs. J. S$. DeTar, Charles E. Martin, Arthur S. Haines, William M. 
Sproul, Fred Simonton, D. Wilson McKinlay, James D. Murphy, Fount 
Richardson, John R. Fowler, John Walsh, Charles C. Cooper, Malcom 
E. Phelps, Floyd C. Bratt, Joseph Lindner and Carleton R. Smith. 


The Academy’s new treasurer, 
Dr. Albert E. Ritt, St. Paul, was 
elected at the meeting of the 
new Board of Directors on Fri- 
day afternoon. 


a 
Dr. Fount Richardson, Fayette- 
ville, Ark., elected chairman of 
the Board of Directors last year, 
was re-elected to that post at 
the first meeting of the new 
Board on Thursday before leav- 
ing St. Louis. 


a 

Dr. Fred Simonton, Chickamau- 
ga, Ga., a retiring member of 
the Board of Directors, was 
elected vice president by the 
Congress of Delegates. 


a 
Executive Secretary Mac F. Cahal, 
in his annual report to the 
Congress, said the Academy has 
achieved a considerable degree 
of success in establishing good 
relations with a number of dif- 
ferent “publics” in addition to 


the general public, i.e., mem- 
bers of the Academy, prospec- 
tive members, related associa- 
tions, quasi-professional groups, 
health agencies, government 
and other special groups. 


«< Keen interest is always aroused by 
election of the three new Board 
members. Left to right they are 
Marquis C. Wiginton, Hammond, 
La.; Mary Elizabeth Johnston, Taze- 
well, Va.; and Norman R. Booher, 
Indianapolis. Dr. Johnston is the 
first feminine Academy member to 
be so honored. 


The Congress of Delegates, which adjourned at noon on 
Monday preceding the scientific sessions, carried a heavy 
work load. Earnest reference committee work sessions lasted 
sometimes until the early hours of the morning. The 
delegates heard annual reports from President J. S. DeTar, 
Board Chairman Fount Richardson, Treasurer Charles Mar- 
tin, Speaker James D. Murphy, Executive Director Mac 
F. Cahal and commission and committee chairmen. 

Mr. Cahal warned the delegates that they should never 
forget the dismal experience of their colleagues in England 
who fell victims to the National Health Service in 1948, 
largely because there was no strong body of general practice 
to serve as a foundation for their system of medical practice. 
At this very moment British physicians are threatening to 
strike. 

“Now, perhaps too late,” Mr. Cahal said, “the entire 
profession, specialists and general practitioners alike, are 
endeavoring to strengthen the foundation of the profession 
by improving the lot of the general practitioner.” 

Retiring President J. S. DeTar departed from oratory in 
presenting his report. He left his physician colleagues 
recommendations for action in many of the important 
phases of medical education and conditions affecting the 
practice of medicine. Eleven recommendations in the DeTar 
report were referred to reference committees. 

Much action concerned the Academy's postgraduate study 
requirements. Several proposals to abolish certain categories 
of postgraduate study were rejected by a vote to maintain 
the Academy’s present rigid requirements. A one-year 
rotating internship was made an absolute essential for 
membership in the Academy; and the lengthy reference 
committee consideration of general practice residencies 
indicates future membership standards may be even more 
stringent. 

Dr. DeTar emphasized that close cooperation should 
exist between general practitioners and medical schools in 
development of programs of undergraduate medical educa- 
tion. The Congress adopted his recommendation “that all 
state chapters in states where medical schools are situated 
appoint a Committee on Liaison with Medical Education, 
or that an already existing committee be delegated with the 
responsibility of cooperation with the medical schools in 
fostering a program of undergraduate medical education in 
general practice.” 

A recommendation that a full-time physician be employed 
as an additional member of the headquarters staff, to serve 
as secretary of the Commission on Education and to work 
also on hospital staff problems, was referred for study to 
the Commissions on Education and Hospitals. 

One of the DeTar recommendations adopted by the Con- 
gress was a new definition of general practice: “General 
practice is that area of medical care performed by a doctor 
of medicine in those fields of diagnosis and therapy com- 
mensurate with his professional competence, assuming 4 
total continuing responsibility for the health of the indivi- 
dual or the family as a unit.” 

This definition was adopted for the guidance of consti- 
tuent Academy groups. Three AMA committees, now 
studying general practice, will be urged to adopt the 
definition. 
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Reports from several committees and speakers revealed 
that considerable progress has been made toward improving 
general practitioner-hospital relations. In this connection, 
President DeTar recommended and the delegates approved 
that “every state chapter set up machinery for conferences 
with other interested groups, such as hospital associations 
and local members of the American College of Surgeons, 
to accomplish a meeting of minds.” The Commission on 
Hospitals was directed to try to find a better method of 
appeal to the Joint Commission on Accreditation of 
Hospitals for redress in cases of hospital discrimination. 

The Congress adopted a resolution requesting the Com- 
mission on Hospitals to add to its Manual on General 
Practice Departments a third alternative for satisfying 
hospital clinical staff attendance requirements. This would 
specify that a general practice department may conduct its 
own clinical staff meetings. Congress requested the Board 
to study problems of in-hospital sponsorship training and, 
with other national specialty societies, to develop a code 
to serve as a model for state and local chapters. 

Delegates were gratified with the announcement that 
Mead Johnson and Company has granted the Academy an 
additional $10,000 a year for promoting general practice 
residencies. They adopted a recommendation for staggered 
terms of office on the Mead Johnson Awards committee. 
They were also urged to assist in publicizing the scholar- 
ships and in securing eligible applicants. 

The problem of the migrant health worker received a 
great deal of attention in the meetings of the Liaison Com- 
mittee on Rural Health. Later, the Congress approved the 
Academy's assuming a leading role in attacking this ne- 
glected problem. 

The Congress rejected inclusion of physicians under Old 
Age and Survivors Insurance and urged continuation of 
efforts to obtain passage of the Jenkins-Keogh bill which 
permits deductible contributions to an old age retirement 
fund. Another resolution called for a strong dynamic policy 
on a national basis for sustaining the right of the patient 
to free choice of physician. Congress adopted a medical 
emergency care card, to be carried by patients, particularly 
those who have had surgery or who manifest allergic 
reactions. The headquarters office will make these cards 
available to all physicians at cost. 

In other action, the Congress reaffirmed a stand opposing 
any form of federal aid to medical education. A standing 
committee reported significant progress on a comprehen- 
sive survey of general practice in the United States. 

The committee formed last May to study the feasibility 
of an International Academy of General Practice reported 
a definite sentiment in favor of such action. The report 
indicated a hope that during the coming year plans will 
be perfected to allow a preliminary meeting of representa- 
tives from interested countries. 

The climax of the Assembly social events, the president's 
reception and dance, was held Wednesday night in the 
Sheraton-Jefferson’s Gold Room. The delegates’ dinner on 
Tuesday night was another event prominent in Assembly 
tradition. Monday night was the first special night devoted 
to state chapter functions. Special daytime functions were 
Provided for the doctors’ wives and children. 


Opening of the scientific session is preceded by registration. This 
procedure is always accompanied by renewal of friendships, one of 
the most rewarding phases of any Assembly. 


a 

The 1957 Assembly became memorable to a large extent because of 
the plans and efforts of these five men. Left to right are Executive Sec- 
retary Mac F. Cahal, Dr. Robert F. Purtell, Milwaukee, chairman of the 
Committee on Scientific Assembly; Board Chairman Fount Richardson, 
Fayetteville, Ark.; President J. S. DeTar, Milan, Mich.; and Dr. Walter 
T. Gunn, St. Louis, chairman of the Local Arrangements Committee. 
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Operation Assembly was reviewed Saturday morning at a meeting of 
the Local Arrangements Committee. The group included Academy offi- 
cers, members of the St. Louis hospitality committee, and headquarters 
staff personnel. 


Members of the Committee on Scientific Assembly saw the fulfillment 
of their long months of effort as the Assembly program unfolded. 
Seated left to right are Dr. Robert F. Purtell, Milwaukee, chairman; 
Mrs. Wanda Cobb from the Academy headquarters in Kansas City; and 
Dr. Elmer Ridgeway, Jr., Oklahoma City, vice chairman. Left to right 
standing are Mr. Greer Hermetet, secretary of the committee, from the 
headquarters’ staff; Dr. Joseph Devitt, Milwaukee, and Dr. Herman 
Drill, Hopkins, Minn. Dr. John R. Bender, Winston-Salem, N.C., and 
Dr. Louis H. Weiner, Philadelphia, and ex-officio member Dr. Hugh H. 
Hussey, medical editor of GP, are not shown in the picture. 
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Dr. Cyril M. MacBryde, St. Louis, Dr. Goodrich C. Schauffler, Port- Maternal mortality studies were discussed by a trio of experts. They were 
reviewed present knowledge of land, Ore., one of the nation’s introduced by Academy Vice President William M. Sproul, left. The panel- 
“Acute Adrenal Insufficiency” few authorities in pediatric ists, left to right, were Dr. Harold $. Morgan, Lincoln, Neb.; Dr. Willis E. 
on the Wednesday program. gynecology, spoke on Tuesday. Brown, Little Rock, Ark.; and Dr. Ralph A. Reis, Chicago. 
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Dr. George H. Thiele, Kansas Assembly lectures concluded on Dr. I. S. Ravdin, left, Philadelphia, Dr. John Adriani, New Orleans, and 
City, a Wednesday morning a high note of professional elo- Dr. Joseph W. Telford, San Diego, presented a panel of interest to all 
speaker, gave a practical lec- quence when Dr. Philip Thorek, genera! practitioners, “Pre- and Post-Operative Care.” They evaluated 
ture on “Anorectal Disease.” Chicago, lectured. their respective roles as surgeon, anesthetist and general practitioner. 
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The audience gave Dr. Edward H. Rynearson, Rochester, Minn., left, a A scientific exhibit draws the Leading science writers from over 
standing ovation for his part in the symposium on use and abuse of interest of GP’s medical editor, the nation attend AAGP Assemblies 
hormones. Joining him in this excellent presentation were Dr. Frank Dr. Hugh H. Hussey, left. The to interview Academy members and 
M. Berger, New Brunswick, N. J., center, and Dr. H. Mitchell Perry, Jr., exhibitor, Dr. George J. Boines, speakers and to write stories which 
St. Louis. Their subjects, respectively, were drug therapy in hyper- Wilmington, Del., elaborates on emanate from the Congress and the 
tension and the tranquilizing drugs. the subject of his display. scientific sessions. 

The largest number of technical exhibits ever, 282, provided splendid visual education when the family doctors took their recess periods twice each day. 
v 
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Kiel Auditorium at sessions of the Ninth Annual Scientific Assembly. 


This staff will edit Abstracts for the 1957 Assembly. Shown 
in planning session, they are left to right, seated, Dr. Robert A. 
Davison, Memphis; Dr. Francis P. Rhoades, Detroit; Dr. 1. Phillips 
Frohman, editor, Washington, D.C.; Mrs. Lillian Jacobs of the 
headquarters staff; and Dr. Joseph Lindner, Cincinnati. Standing, 
left to right, are Dr. Keith Hammond, Paoli, Ind.; Mr. Greer 
Hermetet of the headquarters staff; Dr. Herbert Salter, Cleveland; 
Dr. John Howell, Canton, Miss., and Dr. William Lotterhos, Jackson, 
Miss. Other members of the committee who are not shown are 
Drs. Andrew Tomb, Louis H. Weiner, E. I. Baumgartner, A. R. 
Marsicano, Thomas E. Rardin, Edwin Matlin, Lewis W. Cellio, Earl 
McCallister, Louis F. Rittelmeyer, E. Sinks McLarty and Roscius Doan. 


All doctors and their wives attended a massive reception in the 
Sheraton-Jefferson Gold Room Monday night, guests of the St. 
louis and Missouri chapters. Dr. Walter T. Gunn, left, St. Louis, 
was the genial host serving refreshments. Dr. Gunn is president 
of the St. Louis chapter and was chairman of the Assembly’s Local 
Arrangements Committee. 


Practical, carefully planned programs, presented by noted physicians, were a source of 


Winners of the Ross awards for the > 


best scientific articles by Academy 
members published in GP during 
1956 were each presented $1,000 
and a plaque by Dr. William F. 
Lotterhos, left, chairman of the GP 
Publication Committee. The winners: 
Drs. William E. Henrickson, second 
from left, Poplar Bluff, Mo., and 
John R. Rodger, Bellaire, Mich. Dr. 
Hugh H. Hussey, right, witnessed 
the presentation. 


Dr. Marjorie Conrad, chairman of the 
Academy's Mead Johnson Award 
Committee, announced winners of 
ten $1,000 scholarships for genera! 
practice residencies. Sharing the 
platform with Dr. Conrad were, left, 
Dr. W. D. Snively, the company’s 
vice president and medical director, 
and Mr. D. Mead Johnson, president 
of the company. 


Past presidents of the Academy 
were guests of Dr. Elmer Texter, 
Detroit, at a Tuesday luncheon. Dr. 
Texter, seated, left, was the Acad- 
emy’s second president. Left to 
right, also seated, are Drs. Jason P. 
Sanders, Shreveport, La. and R. B. 
Robins, Camden, Ark. Standing, 
left to right, are Drs. John R. 
Fowler, Barre, Mass., J. S. DeTar, 
Milan, Mich., and President-elect 
Malcom E. Phelps. Past presidents 
unable to attend the luncheon 
were Dr. Paul Davis, Dr. Stanley R. 
Truman, Dr. U. R. Bryner, and Dr. 
W. B. Hildebrand. 


d interest and knowledge for family doctors who filled 
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The Congress of Delegates, by unanimous action, retained its popular Reference committees had the difficult task of recommending changes in 
speaker and vice speaker, Dr. James D. Murphy, left, and Dr. Horace Academy policies and programs. This seriously engrossed group is the 
W. Eshbach, Drexel Hill, Pa.; Reference Committee on Education. 
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Reference committee chairmen prepared for subsequent action Satur- The Ninth Annual AAGP Congress of Delegates convenes. At the speakers’ 
day morning. Seated, left to right: Drs. Paul S$. Read, Omaha; Norman table, left to right, when the first session opened at 2 p.m. Saturday were 
R. Booher, Indianapolis; and Howard J. Farmer, St. Johnsbury, Vt. Miss Helen Cobb, assistant to the executive secretary; Executive Secretary 
Standing, left to right: Drs. Ralph E. Cross, Johnson City, Tenn.; C. N. Mac F. Cahal; President-elect Malcom E. Phelps; Vice Speaker Horace W. 
Wyatt, Greenville, S$. C.; James M. Perkins, Denver; Horace W. Eshbach, Eshbach; Speaker James D. Murphy; President J. S$. DeTar; Vice President 
Drexel Hill, Pa.; and James D. Murphy, Ft. Worth. William M. Sproul and Board Chairman Fount Richardson. 


Ninety-nine delegates were seated in the Congress of Delegates which held its session in the Gold Room of the Sheraton-Jefferson Hotel. All 48 states 
and Puerto Rico were represented. Delegates who had served in the Congress for five years were given recognition. 
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Delectable hors d’oeuvres were provided at the reception Tuesday night in the Sheraton’s Gold The Honorable Raymond Tucker, mayor of St. 


Room honoring retiring President J. S. DeTar and Mrs. DeTar. An estimated 3,000 guests greeted Lovis, welcomed the family doctors to the 
the honorees and danced to the music of a popular dance band. city in an address at the first session. 


a a 

Delegates from three states felt a glow of pride as Dr. William M. Delegates waited anxiously while the election ballots were being counted 
Sproul, chairman of the Commission on Membership, presented awards in the Congress Monday morning. Serving as tellers, left to right, are 
for the best membership records in 1956. First place went to Texas, Drs. Leo Klinger, Rochester, N.H.; Dennis Cunningham, Las Vegas, Nev.; 
second to Kentucky and third to Indiana. Left to right are Dr. Sproul, Mary Elizabeth Johnston, Tazewell, Va.; and Peter C. H. Erinakes, W. War- 
Dr. Norman Booher, president of the Indiana chapter, Dr. Charles wick, R.I. Dr. Merrill Cross, Silver Spring, Md., was chairman of this year’s 
Bryant of Kentucky and Dr. Andrew Tomb of Texas. nominating committee. 


The Gold Room of the Sheraton-Jefferson Hotel provided an ornate setting for the annual delegates’ dinner on Tuesday night. The delegates and their 
wives were regaled with music and entertainment. 
v 
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A ceremony of great significance to Academy Academy officers and their wives in the receiving line at the president’s reception Wednesday 


members is transfer of the official gavel from night were, left to right, Dr. and Mrs. J. S. DeTar, Dr. and Mrs. Malcom E. Phelps, Dr. and 
the outgoing president to the new president. In Mrs. William M. Sproul and Dr. and Mrs. Fount Richardson. 


inaugural ceremonies Wednesday night, Dr. J. S. 
DeTar, left, concluded a year of very hard work iS 
as Academy president and conferred the honor h 
and responsibilities of the position to Dr. Malcom . 

E. Phelps, El Reno, Okla. Dr. Phelps is one of 
the Academy‘s founding fathers. Two years ago, 
he served as chairman of the Board of Directors 
and vice president of the Academy. 


The Gold Room of the Sheraton-Jefferson, which > 
four days earlier housed the busy Congress of Dele- 
gates, became the setting Wednesday night for the 
president's reception and dance. 


A luncheon and card party were held for the doctors’ wives Tuesday afternoon in the Gold 
Room of the Sheraton-Jefferson. The wives who attended this year’s Assembly—nearly 2,000 
of them—radiated enthusiasm over the enjoyable times they had. 


The doctors’ children have a special part in Assemblies. About 40 youngsters attended their 
own luncheon Tuesday noon in the Sheraton’s Ivory Room. Later, they were fantastically en- 
tertained by Ernie Heldman, professional magician and television star. 
v 


a 
Ladies’ activities at the Assembly were in the 
capable and gracious hands of Mrs. Walter T. 
Gunn, left, and Mrs. Charles Metz, chairman and 
vice chairman of ladies’ entertainment. 


President and Mrs. J. $. DeTar were host and 
hostess for a group of Academy friends at @ 
pleasant Sunday morning breakfast. 
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Trends and Events in the Nation’s Capital 


From GP’s Special Washington Correspondent 


A CONGRESSIONAL COMMIT- 
TEE recently listened in- 
tently to a presentation of 
the thesis that the general 
practitioner is the first line 
of defense against mental 
illness. Publication of the 
House hearings on appro- 
priations for the Depart- 
ment of Health, Education 
and Welfare disclosed a 
high degree of interest in 
this subject on the part of 
the committee. 

Main spokesman for the 
general practitioner was Dr. Francis J. Braceland, 
president of American Psychiatric Association. He was 
joined by Mike Gorman, executive director of National 
Mental Health Committee. Their objective was to gain 
a $1.3 million federal fund to finance psychiatric fel- 
lowships and residencies for family doctors. 

“It is my belief,” said Dr. Braceland, “that the dis- 
eases in middle life, and in these are included depres- 
sions and anxieties in middle life, should be taken care 
of by the doctor whom the patient knows the best and 
whom the patient trusts the most. That is usually the 
family doctor. 

“People will go to a family doctor who wouldn’t go 
near a psychiatrist. 1 am of the opinion that we will 
never really have arrived until the family doctor makes 
rounds in the mental hospitals of the patients he sent 
there, the same as he does in the general hospitals.” 

Mr. Gorman praised attention which AAGP has cen- 
tered on psychiatry. It is of vital importance, he said, 
that general practitioners receive some postgraduate 
training in handling of mental and nervous cases. 

“He must know much more about the diagnosis of 
the various mental illnesses, and he must learn the dif- 
ficult art of proper referral to a psychiatrist. I want to 
assure this committee that the general practitioner is 
now eager to receive this training in psychiatric skills,” 
Mr. Gorman concluded. 

Rep. John E. Fogarty (D—R.I.), chairman of the 
appropriations subcommittee before which they testi- 
fied, demonstrated his sympathy with their request for 
ear-marking of special funds for fellowships, trainee- 
ships, residencies and pilot projects in psychiatric 
training of general practitioners. However, since the 
$1. million at issue had not been requested by federal 
officials, and it was the committee’s policy this year to 


Francis J. Braceland, M.D. 
Asks federal funds for 
psychiatric fellowships 
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grant no increases for medical research or training, the 
money was not included in the budget. 


CAA Proposes Medical Office 


Mepicat aspects of aviation safety are receiving serious 
attention on Capitol Hill for the first time in years. 
Senate and House committees are considering the 
Magnuson-Harris bill, which would create an Office 
of Civil Aviation Medicine in the Civil Aeronautics 
Administration ; authorize grants to support research 
in flight medicine, and introduce various other innova- 
tions affecting the practicing physician. 

Meantime, of even more immediate interest, CAA 
Administrator James T. Pyle has announced his inten- 
tion to revise procedures in medical examinations of 
private pilots. Heretofore, persons applying for private 
flying licenses (Class 3) were permitted to present a 
physical fitness certification signed by any physician. 
The change will make it mandatory for these initial 
examinations to be performed by doctors who possess 
“designated medical examiner” ratings from CAA. 

The subcommittee on aviation legislation of Senate 
Committee on Interstate and Foreign Commerce was 
scheduled to hold public hearings early in April on the 
Magnuson-Harris bill. One of its leading supporters is 
the Civil Aviation Medical Association, the national 
organization of private physicians who are interested 
in flight medicine. 


Volume of Health Bills 


WITHIN RECENT WEEKS, the volume of health bills intro- 
duced in Congress has increased. But nothing has hap- 
pened to disturb earlier signs that few, if any, measures 
of major importance will be enacted in 1957. Next year 
the story may be quite different. 

At the behest of Baptist church groups, Senators 
Lister Hill (D—Ala.) and Robert S. Kerr (D—Okla.) 
are sponsoring a bill that would make loans available 
to nonprofit and public institutions under provisions 
of the Hill-Burton Hospital Construction Act. If en- 
acted, long term and low interest loans could be ob- 
tained from the government. Under existing law, Hill- 
Burton extends grants. 

Senator Hubert H. Humphrey (D—Minn.) has re- 
introduced his bill authorizing government loans to 
voluntary nonprofit associations which offer medical 
services on a prepayment basis. 

The Eisenhower Administration, through HEW, 
has reaffirmed its indorsement of legislation that would 
loosen the antimonopoly laws to permit smaller health 
insurance companies to pool risks. 


Also see the AMA Washington Report, opposite page 188. 
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New mothers sometimes think pre- 
paring an evaporated milk formula 
is more complicated than proprie- 
tary formulas. 

Actually, since sterilization is the 
same, the only difference is that the 
mother adds the carbohydrate... 
the specific type and amount pre- 
scribed by the. physician. 


This gives the infant the advan- 
tages of his own evaporated milk 
prescription formula, readily ad- 


justable to changing nutritional 
needs — a flexibility not possible 
with proprietary formulas. 
The mother who knows this will 
not consider adding the carbohy- 
drate any “trouble” at all! 


arnation 


“FROM CONTENTED COWS” 


Optimum prescription- 
quality in today’s trend to 
the individualized formula. 
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County Medical Society Answers Attack 
On Its Stand on Polio Immunization 


THE POLIO vaccination program in Highland County, 
Ohio, has set off a controversy between the Highland 
County Medical Society and the county Board of Health 
and a delegation of Hillsboro, Ohio women. 

The medical society has issued a statement replying 
to what it termed “the ill-advised, unwarranted and 
abusive attack” upon the society by the members of the 
health board and by an anonymous “group of club 
women.” 

Dr. Leland D. McBride of Hillsboro, secretary of the 
society, said, ‘We deplore further the implication that 
our accusers need to fear reprisals. The accused has the 
right to know his accuser and the action of which he is 
accused. And surely the profession has never been 
guilty of reprisal.” 

At a Board of Health meeting earlier this year, the 
women were said to have claimed that the “exorbitant 
fees” charged by most doctors in the county kept many 
children from receiving Salk vaccine. The health board 
decided to set up a polio clinic for the county and offer 
the vaccine to anyone for $1 per shot, or free of charge 
to anyone willing to sign a certificate that they are 
unable to pay the $1 fee. 

The following was taken from the statement prepared 
by the Highland County Medical Society: 

“Despite the growing tendency to remove questions 
of health from the field of responsibility of qualified 
physicians, we feel that the high quality of medical care 
which the American people have always enjoyed can be 
preserved and bettered only by retaining the intimate 
and personal doctor-patient relationship that has 
existed. 

“We believe that entering into programs of mass 
medical care can only serve to degrade the quality of 
care. Mass inoculation is unwarranted except in times 
of catastrophe and can lead only to a breakdown of the 
vital doctor-patient relationship. 

“As self-supporting and responsible members of the 
community we recognize that indigence is always with 
us. We are taxed heavily, even as are all other self- 
supporting individuals, for the care of indigents at 
public expense. We do not feel that we should be 
doubly taxed, yet that is what is demanded when we are 
asked to provide our services for less than a fair fee. 

“Nonetheless we have offered to provide certain 
medical services—namely, immunizations and pre- 
school health inspections—without fee, in order that 
none need go without because of indigence. We insist 
only that those individuals to whom we shall provide 
free medical service be (a) certified medically indigent 


by » properly and legally qualified agent and (b) that 
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the material to be used for immunization be supplied 
free of charge by a tax-supported agency legally author- 
ized to provide sucn material. Under such a plan, and 
contrary to the statement attributed to our County 
Health Commissioner, the individual physician will 
still be paying by far the greatest cost of such care. . . . 

**The Highland County Medical Society stands ready 
to take such action as may be warranted against any of 
its members who may be proven guilty of any act that 
is contrary to our high professional standards. We 
must insist, however, that anonymous accusations shall 
not be heard. The accused must be able to face his 
accuser. 

**According to the published account, the Highland 
County Board of Health has pointed the finger of sus- 
picion of dishonesty at all members of the Highland 
County Medical Society. In the interest of fair play it 
appears that the Highland County Board of Health 
should be required to name any individual physician 
who has violated an ethical and moral agreement, and 
has sold vaccine furnished to be administered without 
profit. This accusation, directed toward the entire 
membership of the Highland County Medical Society, 
implants in the public mind the suspicion of dishonesty 
toward every member of the society. 

“This is a slanderous and libelous act, and the 
Highland County Board of Health must publicly de- 
clare the names of those whom they accuse and must be 
prepared to prove such accusations. This, and this 
alone, can remove this poisonous stigma now directed 
toward all members of the Highland County Medical 
Society. 

“The society wishes to make clear once and for all 
that its members are working for a profit. We advise 
and request that all interested persons discuss the 
question of fees with their family doctors. 

“Lastly, the Highland County Medical Society de- 
plores the hasty and improper action of the Highland 
County Board of Health, in their meeting of January 
28, 1957. We call upon them first to reconsider their 
hasty action of deciding to enter into the practice of 
mass-medicine, and secondly to consult with author- 
ized representatives of the county medical profession in 
future questions affecting medical care in the county.” 

In support of their stand, the medical society quoted 
the official policy of the American Academy of General 
Practice in regard to the polio immunization program: 

**The Commission on Legislation and Public Policy 
of the American Academy of General Practice recom- 
mends that every doctor’s office become an immuniza- 
tion center; that physicians will contribute their 
services for the immunization of indigent persons, 
wherever necessary ; that the commission would deplore 
any program on the part of any organization which 
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Requisites , for 


LAXATION 


PHOSPHOSSODA (Ficci)... 
gentle, prompt, thorough and a 


laxative of choice for over 60 years. 


Taken on an Empty Stomach... 
at least 30 minutes before any meal, 
but preferably before breakfast. 


Amply Diluted with Water... 
Mix required dose with one half glass 
: | of cold water, follow with additional water. 


SUGGESTED DOSAGE As a mild eliminant, two 
teaspoonfuls before a meal. For more pronounced 
hydragogue action, four teaspoonfuls before breakfast. 
a Children: Ten years or older, one half the adult dose; 
five to ten years, one quarter the adult dose. 
Phospho-Soda (Fleet) is a solution containing 

per 100 cc., Sodium Biphosphate 48 Gm. and Sodium 
Phosphate-18 Gm. 

In preparing for colonic surgery, preoperative adminis- 
tration of neomycin plus cleansing with Phospho-Soda 


(Fleet) suppresses intestinal bacteria.” 
(1) Davis, J.H. et al., Surgery, 35:434, 1954 


PHOSPHO:SODA 


(Fleet) 
C. B. Fleet Co., Inc., Lynchburg, Virginia 
Makers of the Fleet © Enema Disposable Unit. 
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would tend to destroy the normal patient-physician 
relationship; and believes that if voluntary and public 
health agencies will devote their energies and funds 
toward public education to encourage people to seek 
immunization in their doctor’s offices the goals for 
prevention can be met.” 


Association of American Medical Colleges 
Dedicates Its New Headquarters Building 


Tue AssociaTIon of American Medical Colleges recently 
dedicated its new headquarters building in Evanston, 
Ill. 

Housed in the one-story contemporary-designed 
building are the association’s executive director and 
secretary and their staff; the Medical Audio-Visual 
Institute; the Journal of Medical Education; and the 
Study Section of the association’s Committee on Edu- 
cational Research and Services. The National Intern 
Matching Program, Inc. also has its central office in the 
building. 

Dr. John B. Youmans, dean of Vanderbilt University 
School of Medicine, and president of the association, 
presided at the dedicatory ceremonies. Dr. Ward 
Darley, formerly president of the University of Chicago, 
is executive director. 

The association is composed of the accredited medi- 
cal schools of the United States, Canada, Puerto Rico 
and the Philippines, totaling 94. It was founded at 
Philadelphia in 1876 and reorganized in 1890 at a 
meeting in Nashville, Tenn. 


New Home for AAMC— This newly-dedicated building is the symbol 


of the unity that must exist among this nation’s schools of medicine. 


Iti: the headquarters home for the Association of American Medical 


Col!eges in Evanston, Ill. 
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Resigned to Fate, 
Dr. Fortin Charts Realistic Course 


In New Beprorp, Mass., 
the diagnosis of cancer has 
forced Academy member 
and past president of the 
Massachusetts chapter, Dr. 
Philip F. Fortin, to “‘dis- 
continue the practice of 
medicine.” A fellow doctor 
has confirmed his own diag- 
nosis—primary inoperable 
cancer of the liver. 

The fateful self-diagnosis 
was first made last fall while 
Dr. Fortin was in Kansas 
City attending the dedica- 
tion of the new headquar- 
ters building. 

Not begrudging his fate, Dr. Fortin feels “luckier 
than the fellow wiped out in the split-second of an 
automobile accident, and more fortunate than the 
thrombosis victim found dead in bed.” “I have time,” 
he says, “‘for reflecting, for philosophizing, for placing 
in order those things which always require doing in 
anyone’s busy life. 

*T also have an opportunity to extend a few encour- 
aging remarks to the other fellow, who may now or 
tomorrow be experiencing something similar.” 


Dr. Philip F. Fortin 
A realistic philosophy guides 
Academy Member Fortin 
following his fateful self- 
diagnosis. 
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THE BIO-FLAVONOIDS 


A growing group of clinical reports today 
indicates the importance of the Citrus Bio- 
flavonoids in health and disease. 


Yet it was over 30 years ago that the first 
report of Sunkist Bio-flavonoid Research 
was published. As the manufacturer of 
citrus products, Sunkist Research has con- 
tinued to produce standardized Citrus Bio- 
flavonoids to the Pharmaceutical Industry. 


CITRUS BIO-FLAVONOIDS 
Hesperidin 
Hesperidin Methyl Chalcone 
Lemon Bio-flavonoid Complex 
Calcium Flavonate Glycoside 


CLINICAL APPLICATIONS 
Extensive Bio-flavonoid bibliography, re- 
porting investigation over many years, is 
rapidly being favorably documented. 

Hesperidin and the other Citrus Bio- 
flavonoids have been found effective as ad- 
juncts in the treatment of disease syndromes 
in which capillary abnormalities appear 
at both subclinical and clinical levels. 


Indications for the use of the Citrus Bio- 
flavonoids are on a twofold basis, as: 1. Nu- 
tritional factors. 2. Therapeutic agents. 


Many therapeutic uses are as yet in 
suggestive and indicative stages—respiratory 
disease, etc. Conclusive evidence is being 
documented in the prenatal control of 
habitual abortion and in vascular disease. 

Hesperidin and other Citrus Bio-flavonoids 
in combination with therapeutic agents and 
nutritional factors are available to the med- 
ical profession as specialties developed by 
leading pharmaceutical manufacturers. 


PHARMACEUTICAL SALES 
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After the diagnosis, his technical mind recalls the 
initial stages of the illness when he experienced certain 
symptoms reminiscent of the grippe. In recent months, 
he’s read extensively about cancer and from his own 
experience sought a theory about the disease. He thinks 
it may be caused by a virus. The same thoughts are 
being studied in other research fields. 

In 24 years of practice, Dr. Fortin assisted at the 
birth of an estimated 3,000 residents of New Bedford. 
These lasting friendships made during his years of 
practice he attributes to the observance of two rules he 
feels are essential for a general practitioner. 

1. “People don’t get hurt or sick by choice, nor at 
doctor’s convenience.” 

2. “Before you can treat patients, you have to know 
who they are. You must know your patients.” 

After spending 24 of his 50 years as a general practi- 
tioner, it is only natural that most of his reflections 
concern the family doctor. 

This is one of the reasons that he views with increas- 
ing alarm the decline in number of the general practi- 
tioner and his replacement by a specialist, particularly 
in hospitals. “The future of the medical profession,” 
he says, “rests not in the production of more doctors 
but in the production of more general practitioners, 
dedicated to che profession, who will be given full 
privileges in hospitals, according to their ability, 
training and results with no artificial barriers. 

“The family doctor knows, or should know all of the 
nonmedical facts which make his patient different from 
any other and the knowledge of which is so vita! in 
bringing about quick and complete recovery.” 

Along with his other work which he has given up, 
went his position as company doctor for the Continen- 
tal Screw Company of New Bedford. In appreciation of 
his many services to the company, a recent issue of 
The Continental, its publication, was dedicated to Dr. 
Fortin. 

Many honors have been bestowed upon Dr. Fortin 
during his years of practice. One of the most recent 
was a Certificate of Merit from his alma mater, Temple 
University. 

The award is presented each year to one of Temple 
University’s outstanding graduates. It was the first 
time in the school’s history that it had been awarded 
to a general practitioner. 


Johns Hopkins President Draws Line 
On Federal Aid to Medical Education 


THE NEWLY-INSTALLED PRESIDENT of Johns Hopkins 
University says he has consistently opposed plans 
under which the federal government might become a 
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major participant in financing the substantive phases of 
higher education, either through a general scholarship 
program or through other devices which have often 
been suggested. 

Dr. Milton S. Eisenhower, on becoming Johns Hop- 
kins eighth president, said in his inaugural speech: 
**There is a fine line, but a real one, to be drawn be- 
tween the kinds of general federal aid to which I am 
opposed, and the allocation to universities of federal 
funds designed to promote specific national goals.” 

“Federal funds do not and should not finance the 
broad program of the university,” he said. 

Dr. Eisenhower added that the money needed to 
maintain an independent institution “must come from 
gifts or bequests by individuals, grateful alumni, foun- 
dations, corporations and others. It is this broad base 
of support which gives significance to the word ‘inde- 
pendent’ as applied to a private university like Johns 
Hopkins.” 


Pamphlets Giving Tips on Medical 
Testimony Available to Physicians 


A BROCHURE Offering expert guidance to physicians on 
the presentation of medical testimony, based on the 
medicolegal film, “The Medical Witness,” is now 
available. 

The pamphlet, also called ‘‘The Medical Witness,” 
has been prepared in cooperation with the law depart- 
ment of American Medical Association and can be ob- 
tained free of charge from The Wm. S. Merrell Com- 
pany, Cincinnati, Ohio. 

The brochure offers a series of precepts to assist 
physicians who may be called as courtroom witnesses. 
A comprehensive bibliography of medicolegal literature 
is also included in the brochure. 


Asks Code Revision for New York City 
As Check on Tranquilizing Drugs 


Revision of New York City’s Sanitary Code to prevent 
tranquilizing drug prescriptions from being refilled, is 
being urged by a subcommittee of Public Health of the 
New York Academy of Medicine. 

The Subcommittee on Tranquilizing Drugs has de- 
clined, because of insufficient evidence, to cali the 
drug situation a public health menace. But extravagant 
and distorted literature was taken to task because the 
promotion “‘often claims too much and conceals the 
harmful side effects.” A New York Times story states 
that the committee’s findings conclude that “One 
man’s tranquilizer may be another man’s depressant.” 
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bg ES, the broad diagnostic versatility that is yours 

with the G-E Patrician opens new possibilities 
for your practice. Now, at a price competitive with 
low-power, limited-range apparatus, you can get 
comprehensive radiographic and fluoroscopic facil- 
ities — 200-ma, 100-kvp, full-wave power. 


Consider these three possibilities : 


® You want to add x-ray service for your patients 
but have been deterred by the capital outlay you 
thought was required for modern apparatus. 


® Your patient load has swamped your present x-ray 
machine, but not to an extent that justifies a large 
added investment. 


Progress ls Our Most Important Product 
GENERAL @ ELECTRIC 


General Electric product 


Low-cost way to multiply 
your professional efficiency 


® Your diagnoses are handicapped by a slow, inflex- 
ible, under-powered unit. 

If your situation parallels one of these three, 
it will pay you to get the complete story on the 
Patrician. Use this coupon or ask your G-E x-ray 
representative, who can also give you the facts 
on General Electric’s convenient 
financing plans. 


X-RAY DEPARTMENT 
GENERAL ELECTRIC CO. 
Milwaukee 1, Wis., Rm. F-51 


(0 Send your 16-page PATRICIAN bulletin. 
0 Facts about deferred payment. 
(1 MAXISERVICE® rental plan. 


Name. 


Zone. State. 


City. 
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The following are some results of the study: 

(a) No present indication of a public health menace. 
While some deaths have been associated with un- 
prescribed use of the drugs, there is no evidence of 
morbidity and mortality. 

(b) The Department of Health lists 12 cases of 
poisoning associated with the drugs in 1955; 76 in the 
first ten and one-half months of 1956, including two 
fatalities. 

(c) Present clinical evidence of side effects indicates 
that use of the drugs without medical supervision 
might be dangerous. 

(d) Total amount of drugs being sold without pre- 
scription is unknown and the Department of Health 
here reports no “‘great amount” of under-the-counter 
sales. 

(e) Those now taking the drugs on prescription 
possibly are distributing them “rather widely” among 
friends and relatives. 

(f) Misuse may lie in the refilling of prescriptions 
without the physician’s knowledge. 

The committee’s chief recommendation, aimed as a 
preventive measure, is for stronger controls on dis- 
tribution of tranquilizing drugs, although not to the 
same degree as on barbiturates. It urged that the Sani- 
tary Code be revised to bring it more in accord with 
the provisions of the Durham-Humphrey Amendment 
to the Federal Food, Drug and Cosmetic Act. This 
would make new drugs, potentially harmful drugs and 
habit-forming drugs available only on prescription. 

The present code lists harmful drugs for which 
prescriptions are required but there is no injunction 
against refilling prescriptions except for sulfonamides, 
barbiturates and narcotics. 

Meanwhile, the National Institute of Mental Health 
which has been moving cautiously on the use of tran- 
quilizers and which is now evaluating the drugs has 
drawn the wrath of Mike Gorman, executive director of 
the National Mental Health Committee. 

Mr. Gorman defends the tranquilizing drugs on the 
basis of reports from state level mental health com- 
missioners and state hospital superintendents that the 
new drugs have brought about a tremendous reduction 
in restraints, the almost total abolition of violent wards 
and the accessibility of thousands of additional pa- 
tients to therapy. 


Cut in Paperwork for Physicians 
Under Change in Medicare Regulations 


A CHANGE in Medicare regulations has cut down on 
paperwork for physicians under the dependent medical 
care program. 
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Under the old system, when the patient was treated 
on an outpatient basis for injuries, the doctor would 
collect the first $15 from the patient, apply it to his 
bill, then submit the remainder of his bill jointly with 
the hospital or laboratory bill for payment by the 
government. 

Henceforth, if the doctor’s fee exceeds the $15 he 
will submit the remainder of his bill separately. The 
hospital or laboratory will also submit its bill separately, 
according to the Defense Department. 


Prepayment Medical and Hospital Insurance 
Disturbs Medical Balance—Dean Rappleye 


Metuops of medical practice are being affected by vol- 
untary prepayment medical and hospital insurance, 
Dr. Willard C. Rappleye, dean of Columbia University 
Faculty of Medicine, said in a statement recently re- 
leased by the school. 

*One result,” he said, “has been a disturbance of 
the delicate balance among the various elements of 
medical service, such as the relationship of the doctor 
and the hospital, those of the doctor and the patient, 
and financial arrangements introduced by a third 
party, namely, the insurance carrier.”? 

Dr. Rappleye explained that the expansion of health 
and related fringe benefits of labor unions is of great 
significance to the medical profession, hospitals and 
teaching institutions. The national growth and influ- 
ence of labor unions in the health service fields may 
well obviate previous concern over national sickness 
insurance. 

He added, ‘‘The total of the welfare funds of labor 
unions in this country is now about 50 per cent greater 
than the total of the Social Security Fund of the United 
States government.” 

Stressing present difficulties in medical economics, 
Dean Rappleye said that one-fortieth of 1 per cent of 
corporations’ net profits would underwrite the present 
deficits of the medical schools of the country. 

“But,” he added, “if the different organizations, 
such as the insurance carriers, industry, the National 
Fund for Medical Education and the federal and state 
governments are going to be called upon in large meas- 
ure to finance the necessary health services of the 
country, it is inevitable that they must have a fuller 
understanding of the problems of medical practice, 
service and education. The young physician must be 
more fully equipped and have a better appreciation, 
than now is so often the case, of his responsibilities 
and obligations in present-day society.” 

Dr. Rappleye cited catastrophic and chronic disease, 
the problems in rural areas, the needs of the aged, 
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athlete’s foot 


carrier unto himself 


Once he is infected with athlete’s foot, he is likely to remain a “carrier 
unto himself,” even without re-exposure. Daily routine application 
of Desenex protects aginst reinfection and recurrence. 


fast relief from itching 


continuing prophylaxis OINTMENT and SOLUTION 


Buffered at pH 6.5 


POWDER 


For most effective and convenient therapy and 
continuing prophylaxis, use Desenex as follows: 


AT NIGHT the Ointment (zincundecate) —1 oz. 
tubes and 1 Ib. jars. 


DURING THE DAY the Powder (zincundecate) — 
114 oz. and 1 lb. containers. 


AFTER EVERY FOOT BATH the Solution (undecy- 
lenic acid)—2 fl. oz. and 1 pt. bottles. Use only 
when skin is unbroken. 


In otomycosis, Desenex solution or ointment. 
Write for free sample supply to Professional 
Service Department. 


MALTBIE LABORATORIES DIVISION * WALLACE & TIERNAN, INC. @ Belleville 9, N. J. 
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those with mental disorders, the health needs in indus- 
try and schools, and the rehabilitation of the handi- 
capped as proof of the expanding areas of medical par- 
ticipation in public questions. 

Dr. Rappleye has served as dean of the faculty of 
medicine at Columbia University since 1931. Just re- 
cently the Federation of State Medical Boards presented 
its Award of Merit to him for “early and continued 
leadership in promoting the welfare of the medical 
profession.” 


AHA President Says Self-paying Hospital 
Patient Shoulders Burden of Indigent 


THE SELF-PAYING PATIENT in some hospitals is being 
unfairly taxed above the cost of his own care to help 
finance health personnel education and hospital care 
for the indigent, says Dr. Albert W. Snoke, president 
of the American Hospital Association. 

“When a hospital has an additional responsibility 
for educational activities and for the care of patients 
who cannot pay the full cost of their hospitalization, 
this expense can be met only by philanthropy or by 
charges to other patients,” Dr. Snoke asserted in the 
March issue of Hospitals. 

“Unfortunately,” he added, “this burden seems to 
be falling more and more upon the paying patient. But 
the paying patients are having difficulty enough meet- 
ing their own legitimate hospital expenses without hav- 


(3) Receive current full cost from third-party 
agencies such as Blue Cross and other insurance 
agencies. 

(4) Spread cost for educational purposes over the 
entire population with emphasis upon those health 
groups that profit in the product without sharing in the 
expense of work.” 


Group and Individual Health Insurance 
Payments up 18.5 Per Cent over 1955 


REIMBURSEMENTS through group and individual health 
insurance policies in 1956 showed an over-all increase 
of 18.5 per cent in benefit payments over 1955. Health 
Insurance Institute, which recently completed a survey 
among the country’s insurance companies, reports that 
hospital and medical care payments amounted to $2.1 
billion last year. This figure includes replacement of 
income lost through sickness or disability. 

Group insurance plans totaled $1.5 billion, or 20.9 
per cent over 1955 while payments through individual 
policies totaled $601 million, a gain of 12.8 per cent, 
for an over-all increase of 18.5 per cent in benefit pay- 
ments over 1955. 

The following is a breakdown on payments made to 
policyholders for specific medical costs and the division 
between group and individual policy holders: 


ing to assume an increasing burden for their unfortunate 
neighbors.” 

Dr. Snoke said hospital employees are also shoulder- 
ing some of this burden and it is becoming increasingly 
dificult to justify paying the hospital employee a lower 
wage than that received by his counterpart in the 
community who comes to the hospital and gets a lower 


Individual 


Policies 


Group 


Policies 


Total Specific Cost 


hospital expense 


$855 million 
$346 million 
$ 58 million 


$629 million 
$273 million 
$ 47 million 


$226 million 
$ 73 million 
$ 11 million 


surgeons’ fees 


nonsurgical! medical 
care and treatment 


$ 65 million —_ catastrophic illness $ 62 million 


$ 3 million 


hospital charge at the expense of the hospital employee. 

The AHA president believes the burden of caring 
for the indigent should be met by tax funds. He said 
the communities which pay the cost of indigent care 
out of tax funds are the exception rather than the rule. 

Arguing that “this unfair levy should be removed 
from the hospital employee and paying patients,” Dr. 
Snoke said hospitals collectively and individually 
should: 

(1) Receive current full cost from government 
agencies for both inpatient and outpatient care ren- 
dered welfare patients. 

(2) Receive supplemental funds from society in 
general—not the unfortunate sick private and semi- 
Private patient—for the cost of care of the medically 
indigent that cannot be paid for by the patient himself, 
plus the available charitable funds of the hospital. 
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or accident 


Of the major medical expense insurance benefits, 
paid because of catastrophic illness or accident, the 
following is a further breakdown: 


Hosjrtal expense 
Surgwal expense 


Medical expense 


$31,641,000 
18,483,000 
7,694,000 


1,214,000 


Health Insurance Institute states that the increase 
in such payments reflects the continued efforts of the 
public to pay its doctor and hospital bills through the 


voluntary nongovernmental mechanism. 
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For young champions... 


Young champions need the help of doc- 
tors, teachers, and parents . . . to achieve 
full growth potential and physical stam- 
ina to meet the stresses of adolescent and 
adult life. 

Boys who eat no breakfast show de- 
creased “work rate” and “work output” 
during late morning hours . . . have less 
energy for sports . . . show less interest 
and ability in school work. This was 
demonstrated by boys whose total food 
intake each day remained the same dur- 
ing periods with and without breakfast. 
Protein was not as well utilized by the 
boys when no breakfast was eaten, even 
though protein intake for the day was 
the same in both periods. 

Between-meal snacks are also impor- 
tant in the diets of hungry boys . . . often 
contributing as many calories as does 
breakfast. During adolescence emphasis 
should be placed on snacks of high- 
nutrient as well as high-energy value. 


Milk is such a food . . . most needed at 
this time when calcium requirements for 
growth and storage are at their peak. 

Four to six cups of milk each day .. . 
to drink . . . used in food preparation . . . 
as cheese or ice cream . . . will provide 
the calcium needs of teen-age boys... . 
and generous quantities of high grade 
protein and other essential nutrients. 

In planning meals for hungry boys, 
milk and milk products are foundation 
foods for good eating and good health. 


The nutritional statements made in this adver- 
tisement have been reviewed by the Council on 
Foods and Nutrition of the American Medical 
Association and found consistent with current 
authoritative medical opinion. 


Since 1915 . . . promoting better health 
through nutrition, research and education. 


Ae NATIONAL DAIRY COUNCIL 


A non-profit organization 


— 111 N. Canal Street + Chicago 6, Ill. 


THIS ADVERTISEMENT IS ONE OF A’SERIES. REPRINTS ARE AVAILABLE UPON REQUEST 
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Medical News in Small Doses: 


IMMEDIATE Past Present Jack DeTar has been in the 
national spotlight through a General Motors ad which 
has been running in leading national lay magazines. 
Dr. DeTar’s role was in getting some of his fellow 
medical school graduates to serve as “angels” for 
Wolverine Plastics, Inc., a new business venture to 
bolster Milan, Michigan’s sagging economy back in 
1946. The success story of the venture is told in the ad. 
Milanites are now able to pay their doctor bills with 
something other than chickens, eggs or bacon. ...A 
panel on “The Generalist-The Specialist, Trends in 
Practice”’ will be the closing attraction of the seventh 
annual Student AMA convention being held this month 
in Philadelphia. AAGP’s J. S. DeTar is on the panel 
along with Dr. Kenneth Babcock and Dr. Edward L. 
Turner. Dr. Elmer Hess, AMA past president, will be 
moderator. ... Dr. Richard P. Bellaire, education 
committee chairman of New York State Academy of 
General Practice, is author of an article, ‘The Academy 
of General Practice and Postgraduate Medical Educa- 
tion,” appearing in a recent issue of Health News, 
monthly publication of the New York State Department 
of Health. . . . Joining other state medical societies who 
have been designating a ‘‘General Practice Day,” the 
Medical Association of Georgia observed a “General 
Practitioner Day” April 29 during its annual session in 
Savannah. ... The hope of Mankind—Health and 
Peace was the theme of the diamond jubilee celebration 
of University Hospital March 4-5 at New York Uni- 
versity-Bellevue Medical Center, New York City. ... 
Dr. Herman G. Weiskotten, the grand “young man” of 
medical education in the country, will officially retire 
next month at the AMA’s annual meeting in New York. 
He presided for the last time as chairman of the AMA 
Council on Medical Education and Hospitals at the 
53rd annual congress on Medical Education and Licen- 
sure in February. ... American Cancer Society’s pro- 
gram of clinical fellowships will continue through the 
institutional year July 1, 1958—June 30, 1959 with 
fellowships commencing July 1, 1958. Further informa- 
tion may be obtained from the society’s Director of 
Professional Education, 521 West 57th St., New York 
19, N.Y. ... Dr. Herbert Nagler, Academy member 
from Philadelphia, advocates keeping a food diary if 
some member in a family persists in having the sniffles. 
The problem could be one of allergy. He suggests 
dividing foods into two different groups eliminating all 
those in one category during one week and in the second 
group the following week. . . . State University of New 
Yor! Upstate Medical Center at Syracuse will be com- 
pleted next month. 
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Casimir Funk Laboratories, Inc. (affiliate) 
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You might suppose a good chest film would be easy to take. 
Yet this “simple” examination is often very troublesome. 
The trick is to get consistent uniformity so films 

of a given patient taken at long intervals will always be 
dependably comparable in density and contrast. 

If you’re an expert technician, you juggle kilovoltage, 
time, milliamperage and focal spot to suit each patient. 

If you’re not, you guess... wrong, too often. 


= There’s no guessing, though, when you work witha 
' Picker “Anatomatic” x-ray control. It automatically 
integrates and sets up the whole complex of correct 

*National hospital dicate that 
exposure factors for individual parts of individual patients. of Sat 


You need no charts, make no calculations. chest films, Next in number are all ex- 
tremities, averaging 10%. 
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Companion to the Picker Anatomatic control 
is this efficient “Century” x-ray table 
...atable with the rich look you’d expect to find 
only in upper-bracket x-ray equipment. 

The single tube converts from fluoroscopy 

to radiography and vice versa in a jiffy. 

100 ma and 200 ma models. 


Let your local Picker man tell you more 
about this remarkable x-ray machine 
} ...or write Picker X-Ray Corporation, 
| 25 South Broadway, White Plains, New York. 
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Charles E. Wilbanks, M.D. 
President-elect, 
Oklahoma chapter 


Oklahoma Officers— Several of the Oklahoma chapter officers gath- 
ered during an intermission in the program which was held in 
Oklahoma City’s Biltmore Hotel. Shown left to right are Dr. Roger 
Reid, Ardmore, a director; Dr. V. M. Rutherford, Oklahoma City, 
secretary-treasurer; Dr. Virgil Gray, Muskogee, retiring vice presi- 
dent; Dr. Mark D. Holcomb, Enid, retiring president; and Dr. 


Sooner Welcome—Dr. J. S. DeTar, immediate past 
president of the American Academy of General 
Practice, received a “Sooner” welcome from his 
successor, Dr. Malcom E. Phelps, El Reno, Okla., 
during the Oklahoma chapter’s ninth annual 
meeting in Oklahoma City. Dr. DeTar was guest 


Elmer Ridgeway, Jr., Oklahoma City, new president. 


News from the State Chapters 


THREE HUNDRED PERSONS registered for Oklahoma 
chapter’s ninth annual meeting February 4—5 in Okla- 
homa City. At the conclusion of the two-day meeting, 
three Negro physicians were granted membership, the 
first Negroes to become members in the Sooner State. 
They are Dr. Jesse S. Chandler, Muskogee, Dr. Charles 
Wesley Morgan and Dr. Gravelly E. Finley, both of 
Oklahoma City. 

Dr. John S. DeTar, Milan, Mich., immediate past 
president of the Academy, was the annual dinner 
speaker. His topic was ““The Academy—Progress to 
Date.” He also appeared on the opening day scientific 
program, 

Dr. I. Phillips Frohman, Academy member from 
Washington, D. C. and editor of Abstracts, was another 
of the six guest speakers. Dr. Frohman said family doc- 
tors can and should speak the language of their patients. 
He also expressed the belief that general practitioners 
“will be the first line of defense in radiation injuries 
and sickness.” 

“We have always treated 80 to 85 per cent of the 
patients,” he added. ‘We must start studying the 
symptoms and treatments now so we will be prepared 
for the change in living patterns the next decade may 
bring 

Other speakers were Drs. Claude J. Hunt, Kansas 
City, Mo.; Michael Newton, Jackson, Miss.; Franklin 
V. Wade, Flint, Mich.; and Stewart Wolf, University 
of Oklahoma, Oklahoma City. Dr. Wolf also led a live 
neurologic clinic. 

Dr. Elmer Ridgeway, Jr., Oklahoma City, was in- 
stalled as president during the meeting, succeeding 
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speaker for the annual dinner. 


Dr. Mark D. Holcomb, Enid. At the election of officers, 
Dr. Charles E. Wilbanks, Tulsa, was chosen president- 
elect; Dr. J. F. York, Madill, was elected vice presi- 
dent; and Dr. V. M. Rutherford, Midwest City, was 
re-elected secretary-treasurer (see cuts). 

Presiding officers for the meeting were Dr. Ridge- 
way, Dr. Holcomb, Dr. Virgil Gray, retiring vice presi- 
dent and Dr. Wilkie D. Hoover, director. 

Academy President Malcom E. Phelps, El Reno, was 
one of the six sponsors for the speakers (see cut). Others 
were Drs. J. T. McInnis, Nolan Armstrong, Marshall 
Opper, Ellis Moore and Ralph A. Smith. 

Special entertainment was planned for the ladies. 

Dr. Horace H. Porter of the Tulsa (Oklahoma) chap- 
ter introduced Dr. G. O’Neil Proud as guest speaker 
at the chapter’s dinner meeting January 28. 

Dr. Proud, chairman of the department of otolaryn- 
gology at the University of Kansas, spoke on “Prob- 
lems of the Middle Ear.” 
> The ninth annual meeting of the Uteh chapter was 
held April 12-13 at the Hotel Utah in Salt Lake City, 
with eight nationally known doctors presenting the 
scientific program. 

On the roster were Drs. C. A. Bunde, associate in 
pharmacology, Indiana University; Louis A. Buie, Sr., 
emeritus professor of proctology, Mayo Foundation 
Graduate School; Leslie V. Dill, associate professor of 
gynecology, Georgetown University; Henry J. Dixon, 
head of department of psychiatry, University of Ore- 
gon; Peter H. Forsham, associate professor of pediat- 
rics and medicine, University of California; George C. 
Griffith, coordinator of cardiovascular instruction, Uni- 
versity of Southern California; Norman Jolliffe, assist- 
ant professor of nutrition, Columbia University and 
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.-- when it is most needed 


Insight, at the crucial moment of decision, is often vital to a 

correct diagnosis. Not only is sound judgement called for, but also the finest 
instruments at a doctor’s command . . . sharp radiographs, for 

example. That is why radiologists the world over rely on Ilford X-ray 

films for their reproducibility; for high speed to reduce risk of involuntary 
movement, and for gradation to produce the widest possible range 

of opacities. Ilford X-ray materials, crafted to the highest technical 
standards, are now available in the U.S.A. Contact your 

regular supplier, or write to the address below. 


\lford Red Seal X-ray Film - Ilfex (non-screen film) - Ilford Intensifying Screens 
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Made in England by ILFORD LIMITED, your source in U.S.A. is ILFORD INC., 37 West 65th Street, New York 23, New York. 
Your source in Canada is W. E. Booth Co. Limited, 12 Mercer Street, Toronto 2B, distributors for Ilford Limited. 
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assistant professor of preventive medicine, New York 
University and Irving H. Leopold, professor of oph- 
thalmology, University of Pennsylvania. 

The Academy’s immediate Past President John S. De- 
Tar and Mr.W. E. Syers, consultant on business manage- 
ment and public relations to the Texas Medical Asso- 
ciation, were special speakers, giving the banquet and 
the luncheon addresses, respectively. 

Special entertainment was planned for the ladies. 
They were also guests of their husbands at a luncheon 
and an informal banquet. 
> The Wisconsin chapter is initiating a plan to con- 
duct its own postgraduate schools, inviting all area 
physicians and giving Category I credit. Three or four 
schools are to be established this fall with sessions to 
be held two hours a week for about 12 weeks. They are 
expected to begin in September, run for six weeks, 
recess for the winter months and run a final six weeks 
in the spring. Later the program will be expanded to 
fill the needs of the family physician. A fund of about 
$600 has been created by the chapter’s board of direc- 
tors to begin operations. 

The chapter will control the conducting of the 
schools, which will be done by visiting experts mostly 
from medical schools in the Wisconsin area. A group 
of chapter members will be polled to learn subject 
preferences. 

Representatives of the state’s two medical schools 
and the state medical society met with chapter repre- 
sentatives at a January meeting in Madison. Dr. Robert 
D. Jackson of Lancaster, chairman of the chapter’s 
committee on education, presided at this meeting. 
Among representatives were Dr. Robert Parkin, Uni- 
versity of Wisconsin, Dr. George E. Collentine, Jr., 
Marquette and Roy T. Ragatz, representing the state 
medical society. 

Wisconsin chapter’s fourth annual symposium will 
be held June 6 at Hotel Schroeder in Milwaukee. 
> Coinciding with the current interest on traffic acci- 
dents, the Michigan chapter sponsored its fourth Sym- 
posium for the Generalist: ‘“The Treatment of Home 
and Highway Accidents,”’ March 6, at the Olds Hotel 
in Lansing. 

The scientific session was divided into six areas, 
with emphasis put on trauma. Speakers were Drs. Ken- 
neth H. Abbott, assistant clinical professor of neuro- 
surgery, Ohio State University College of Medicine, 
Columbus; Edward J. Beattie, Jr., professor of surgery, 
University of Illinois College of Medicine, Chicago; 
John H. Powers, clinical professor of surgery, Columbia 
University, New York; David M. Bosworth, professor 
and director, department of orthopedic surgery, New 
York Polyclinic Medical School and Hospital, New 
York: Allen S. Russek, associate professor of clinical 
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physical medicine and rehabilitation, New York Uni- 
versity-Bellevue Medical Center, New York; and Harry 
H. Wagenheim, director, psychosomatic service, Tem- 
ple University Medical Center, Philadelphia. 

Chapter President-elect F. P. Rhoades was chairman 
of the luncheon for doctors and wives. Dr. Austin 
Smith, editor of the Journal of the American Medical 
Association gave a luncheon talk on “What the Future 
Holds for General Practice.” 

Moderators for the meeting were Dr. John W. Rice, 
chapter president and Chapter Member Arch Walls, 
who is president of the state medical society. 

The ladies were entertained at an afternoon musicale 
and tea. 

The meeting closed with a cocktail reception. 
> A symposium on “Office Procedures” was conducted 
by the South-Central (Pennsylvania) chapter on 
April 4 at Harrisburg. 

Speakers included Drs. H. M. Robinson, Jr., Balti- 
more; A. A. Luisada and Lowell F. Peterson, Chicago; 
Richard C. Eley, Boston; Richard H. Freyberg, New 
York City; and Harry Alexander, St. Louis. 

A luncheon and two discussion periods were on the 
one-day program. Special entertainment was planned 
for the ladies by Mrs. B. R. Beale, Lemoyne, Pa. 
> Minimum fees of $5 per office visit were set at a 
recent meeting of the Nassau County (New York) chap- 
ter. Other fee schedules are $7 for a home visit be- 
tween 8 a.M. and 10 p.m. and $10 for an emergency 
call or a visit at any other hour. Chapter President Jeff 
J. Coletti said the schedule had previously been in- 
troduced in a New Jersey county about the size of Nas- 
sau county. 
> Washington state chapter president, Dr. R. McC. 
O’Brien, was a special guest at the Spokane (Washing- 
ton) chapter meeting held at the Sacred Heart Hospital 
in January. Dr. S. E. Shikany succeeds Dr. Leon E. 
Pollock as president. Others who were elected are 
Academy Director D. W. McKinlay, vice president and 
Dr. M. A. Negretti, secretary-treasurer. Drs. Fred R. 
Hays and Gordon A. Windle were named to two-year 
terms as trustees. New director and alternate, respec- 
tively, are Dr. John C. Ely and Dr. Pollock. 

Six Deaconess Hospital interns were voted into the 
chapter as associate members. 
> Dr. Kurt Schnitzer, a native Austrian, was recently 
named associate editor of the California- Western 
Academy Monthly, publication of the California chap- 
ter. 

Fleeing Nazi-invaded Vienna prior to World War 
II, Dr. Schnitzer and his wife went to the Dominican 
Republic to wait for a U.S. immigration permit. During 
that time he was not permitted to practice medicine, so 
he turned to journalism and photography. He and his 
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family arrived in the United States in 1944, settled in 
California, and are now residents of Santa Ana. 

New officers of the Alameda-Contra Costa (Cali- 
fornia) chapter comprised of about 250 members, are 
Drs. Homer Wolfsen, Oakland, president; Edward 
Blasdel, Berkeley, vice president; Charles Greenwood, 
Oakland, secretary; and John Vickery, Oakland, 
treasurer. 
> At a recent meeting of the South Carolina chapter, 
a plan was approved for sponsoring the “W. L. Pressly 
Memorial Loan Fund” for students at the South 
Carolina Medical College. 

State medical association members were invited to 
help in raising the initial capital ($5,000) to put the 
fund in operation. After the initial capital is raised the 
fund will be kept in operation by the chapter by using 
general treasury funds. It should be self-supporting 
after the seventh year. 
> Dr. Jack G. G. Hendershot of North Canton has 
assumed presidential duties of the Stark-Carroll (Ohio) 
chapter, succeeding Dr. Graydon Underwood of Na- 
varre. 

Other officers honored at a recent dinner meeting 
were Dr. Edgar J. March II of Canton, president-elect 
and Dr. Paul C. Schwallie of North Canton, secretary- 
treasurer. 

The program consisted of a scientific talk by Dr. 
Samuel S. Reinglass of Canton, and annual committee 
reports. 


Another Local for Virginia—The Virginia Academy chartered an- 
other local chapter at a January 29 meeting in Warwick. State 
Chapter President-elect Malcolm H. Harris of West Point, left, was 
present for the charter presentation to the Hampton Roads chapter. 
Officers of the new chapter are Dr. William M. Goldsmith (standing 
next ‘o Dr. Harris) secretary-treasurer and Dr. Nowell D. Nelms, 
president, both of Hampton and Dr. Samuel H. Mirmelstein, New- 
port News, vice president. 
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CONTINUED FROM PAGE 35 


On the Calendar 


* Classified by the Commission on Education as acceptable 
for postgraduate study credits under Category I. Mem- 
bers should report actual hours of attendance. Maximum 
hours listed when available. 


*May 23. Hahnemann Medical College, program on cor- 
rectable surgical defects in infants and children, 
Philadelphia, Pa. (2 hrs.) 

*May 23-24. University of Minnesota and Minnesota De- 
partment of Health, symposium on alcoholism, 
Center for Continuation Study, Minneapolis. 

*May 23-26. Virginia chapter, seventh annual scientific 
meeting, Hotel Roanoke, Roanoke. 

*May 24. New York University-Bellevue Medical Center, 
course on management of chronic kidney dis- 
ease, New York City. 

*May 24-25. Washington chapter, annual scientific meet- 
ing, Olympia Hotel, Olympia. 

*May 26. New York University-Bellevue Medical Center, 
course on management of hypertension, New 
York City. 

*May 26-29. Pennsylvania chapter, ninth annual meeting, 
Benjamin Franklin Hotel, Philadelphic. 

*May 27-31. Children's Hospital and University of Penn- 
sylvania, refresher course on pediatric advances 
for pediatricians and general practitioners, Chil- 
dren’s Hospital Auditorium, Philadelphia. (37% 
hrs.) 

May 29—June 2. American College of Chest Physicians, 
22nd annual meeting, Hotel Commodore, New 
York City. 

*May 29. Queens County (New York) chapter, program on 
roentgen diagnosis of G. |. tract: the large intestine, 
Terrace Heights Hospital, Hollis, N. Y. (1 hr.) 

*May 30. Hahnemann Medical College, course in pediat- 
rics covering adolescence, Philadelphia. (2 hrs.) 

June 3-5. Children's Hospital and University ef Penn- 
sylvanie, refresher course on practical pediatric 
hematology, Children’s Hospital Auditorium, 
Philadelphia. 

June 3-7. American Medical Association, 106th annual 
meeting, New York City. 

*June 3-7. American Medical Association, General Prac- 

tice Section, New York City. 

June 5. Nerth Shore Health Resort, seventh annual lec- 
ture series, The Physician as a Counselor: Prob- 
lems of Grandparents, Winnetka, Ill. 

*June 5. Queens County (New York) chapter, program on 
roentgen diagnosis of G. |. tract: the gol! bladder, 
Terrace Neights Hospital, Hollis, N. Y. (1 hr.) 

June 6-7. Children’s Hospite! and University of Penn- 
sylvania, refresher course on blood group incom- 
patibilities and erythroblastosis fetalis, Children’s 
Hospital Auditorium, Philadelphia. 

*June 10-12. American College of Physicians, course 

- No. 8, ballistocardiography ; University of Penn- 
sylvania Hospital, Philadelphia. (16% hrs.) 

*June 11. St. Lovis University, course on proctology in 
general practice, Francis Hospital, Washington, 
“Mo. (2 hrs.) 

*June 11-14. University of California, course in pediat- 
rics, University Medical Center, San Francisco. 

*June 13. Mississippi chapter and University of Mississippi, 
symposium on diarrhea disturbances, Heidelberg 
Hotel, Jackson. (5 hrs.) 

*June 13-15. Medical College of Georgia, course on 
fractures in general practice, Augusta. (20 hrs.) 
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In postmenopausal vaginitis 

vaginal plastic surgery 

ORTHO 

— vagina rogen merapy. 


Wrru rrs annvat Easter recess over, Congress will have 
to get down to business with must legislation. In this 
category are the appropriations bills and laws that will 
expire, or be modified, at the end of this fiscal year. 
Among these are the special doctor draft, and the disa- 
bility freeze which will be modified beginning July 1. 
Proposals relating to these laws are discussed below. 

Qualified Capital observers feel that the Adminis- 
tration’s medical school construction proposal will not 
receive final action this year. It is sure, however, that 
when it is introduced, it will be studied in the light of 
a staff report, the details of which follow. 


Medical Schools 


“Medical School Inquiry,” a 479-page staff report 
by the House Interstate and Foreign Commerce Com- 
mittee, is based on answers to questionnaires sent to 
medical, dental, osteopathic and public health schools. 
It is significant because all bills to provide federal 
grants for construction of medical school facilities un- 
doubtedly will be measured against these findings. 

Some of the highlights of the report: 

“All but a few of the 83 medical schools that replied 
report that they would apply for grants under federal 
legislation designed to assist in the construction of 
teaching or research facilities. . .. They have projects 
under consideration that would cost approximately 
$400 million. With these new facilities approximately 
1,100 new students could be admitted to freshman 
classes.” 

All six osteopathic schools and ten of the 11 public 
health schools said they would ask for federal money. 

“Of approximately 15,000 applicants for admission 
to United States medical schools in 1955-56, about 
one-half were accepted. This filled the freshman 
classes .. . to capacity. A sharp increase in the num- 
ber of medical-school applicants is expected during the 
next ten years. The Association of American Medical 
Colleges has stated that while some existing schools 
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with enlarged facilities might be able to accept addi- 
tional students, increased capacity for the training of 
medical students must be brought about primarily by 
the establishment of new schools. 

“The ratio of 113 physicians for each 100,000 per- 
sons has been maintained in the past several years only 
through a steady increase in the number of foreign- 
trained physicians . . . the number . . . (907) added to 
the United States medical profession in 1955 repre- 
sented the equivalent of the number of graduates of 
approximately ten United States medical schools . . .” 

**In 1955-56 hospitals reported close to 8,000 alien 
physicians training and serving in approved intern- 
ships and residency positions. Approximately 25 per 
cent of these positions are filled by alien physicians. 
During the last five years, the number of alien physi- 
cians serving in approved intern and residency posi- 
tions in United States hospitals has increased 280 per 
cent, while over the same period the number of United 
States citizens serving in these positions in... hos- 
pitals had decreased 1 per cent. Some states report 
that 49 to 68 per cent of hospital house staffs are alien 
physicians. .. .” 

**Medical schools report wide variations in costs of 
teaching medical students, from slightly over $1,000 
per student to more than $15,000 . . . Tuition income 
covers a smaller percentage of total operating ex- 
penses. In 1956-57 it averaged only 18 per cent...” 

*‘Approximately one-half of the total funds required 
for medical school operations are derived from state, 
municipal, and federal appropriations. The remainder 
(apart from tuition) is derived from endowment (11.5 
per cent), general university funds (6.7 per cent), and 
from gifts, grants and other sources (16.1 per cent) ... 
In 1956-57, states contributed approximately $52 mil- 
lion for the operation of 47 medical schools. Seven 
states contributed $26 million. Thirteen states and the 
District of Columbia, with a total civilian population 
of more than 19 million, did not contribute any public 
funds...” 
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Social Security 


Voluntary Social Security Coverage for Physicians 
H.R. 4824, Representative Reuss (D-Wis.) 

This bill would permit self-employed physicians 
and dentists to file a certificate stating that they elect 
social security coverage. Once this selection is made, 
it would be irrevocable. 

Dentists were brought under social security in 1956. 
This is an uncorrected version of a bill Mr. Reuss 
introduced in the last Congress. 


Increased Social Security Wage Base and Tax Rate 
H.R. 5549, Representative King (D-Calif.) 


This bill would increase the wage base on which so- 
cial security taxes are paid from the present $4,200 to 
$6,000 and increase the tax paid by employees and 
their employers from the current 24 per cent each to 
3 per cent each. It would raise the rafe for the self- 
employed from 3% per cent to 4% per cent. The 
bill provides that by 1975 the rate for employed and 
employer would be 5 per cent each, with the self-em- 
ployed paying 7% per cent or $450 a year. 

Several national labor organizations have adopted 
resolutions urging the increase of the wage base to 
$7,500. 


H.R. 6191, Representative Cooper (D-Tenn.) 
H.R. 6192, Representative Reed (R-N.Y.) 


One of the requirements to qualify for cash benefits 
under the Social Security law at age 50 is that the dis- 
abled worker be “currently insured.” This means that 
he must have worked six of the 13 quarters immediately 
preceding the date of his disability. Under existing law 
if a disabled worker makes application for disability 
freeze benefits prior to July 1, 1957, the entire period 
of previous disability will be waived toward meeting 
the requirements for current insurance upon reaching 
age 50. Individuals filing after July 1 will be limited 
in that a disability existing prior to the filing of the 
application will be counted for only a maximum of 
one year. 

It is estimated that 200,000 persons have not yet 
availed themselves of this privilege and will therefore 
be disqualified for cash benefits when they reach age 
50. 


This measure, an Administration bill, would protect 
them by extending the filing date for another year, or 
until July 1, 1958. 

This bill was given immediate consideration by the 
House Ways and Means Committee. The committee 
added a proviso that old age and survivors’ insurance 


disability benefits not be reduced by veterans’ dis- 


ability payments and, without public hearings, ordered 
the bill favorably reported to the House Floor the 
next day. 


Doctor Draft 


Doctor Draft Extension 
H.R. 6548, Representative Benson (D-Ga.) 

This bill, submitted by the Administration, would 
bring doctors into military service by amending the 
regular draft law rather than extending the special 
doctor draft which expires July 1, 1957. The regular 
draft law, which expires on June 30, 1959, provides for 
the induction of those registrants who have been de- 
ferred up to age 35; if no deferment is involved, the 
registrants liability terminates at age 26. 

This bill provides for: 

(a) The selection or induction of persons because 
they are qualified in needed medical, dental or allied 
specialist categories in addition to induction by age 
group or groups. 

(b) Persons appointed or inducted under provisions 
of this bill to be appointed to the grade or rank com- 
mensurate with their professional experience. 

(c) Commissioning of persons who are not citizens 
of the United States but who are doctors, dentists or 
allied specialists (in lieu of the regular oath they would 
take an oath of service and obedience): 

(d) Use in professional capacity but as an enlisted 
man any individual who is liable for induction under 
this bill but who fails to qualify for or does not accept 


acommission or whose commission has been terminated. 


(e) Exemption from induction of an individual who 
applies for an appointment as a reserve officer in these 
categories and who is or has been rejected on the sole 
ground of physical disqualification. 

(f) Continuing the interservice transfer provision of 
the expiring doctor draft act. 

(g) Continuing special pay authorizations for phy- 
sicians and dentists. ' 

If this bill is enacted in its present form, some of 


- the following would be the result: (a) There would no 


longer be a special registration of physicians and den- 
tists and allied specialists. (b) No one over age 26 
would be required to register. (This would eliminate, 
for all intents and purposes, liability of military service 
by foreign trained physicians since they normally ar- 
rive in the U.S. after they have zeached age 26.) (c) Phy- 
sicians could no longer resign reserve commissions 
after serving two years. (d) The National Advisory 
Committee which advises Selective Service regarding 
medical manpower problems would not be continued. 

Hearings on this bill by the House Armed Services 
Committee will begin early this month. 
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